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THE MANAGEMENT OF SINUSITIS 
Orvi__e N. Netson, M. D., 
Bay Pines. 

A normal nose should have a straight 
septum which is thin and in the middle line. 
The turbinates are of equal size and there 
should be an equal space on both sides of the 
nose for normal breathing and drainage. The 
nose and sinuses are lined with a mucous mem- 
brane having ciliated epithelium and serous 
and mucous glands. The mucous glands, 
which do most of the lubricating, give this 
lining its special name, that of mucous mem- 
brane. Without this moistening and lubricat- 
ing apparatus, the mucous membrane of the 
nose, throat, and upper respiratory tract 
would dry from the constant passage of air 
over it. 

Normally the mucous membrane of the 
nose and sinuses is covered with a viscous 
layer of mucus that is constantly moving 
along by the action of cilia, which move in 
one direction. This direction is backward in 
the nose and upward in the respiratory tract 
in order to carry the secretions into the throat. 
These secretions are either expelled or 
swallowed. This mucus layer acts as a blan- 
ket to the mucous membrane of the nose and 
sinuses. Bacteria cannot lodge as long as this 
mucus coat covers the epithelium of the pas- 
sages. This movement of the mucus blanket 
in the nose and sinuses may be compared to 
the movement of an escalator. The sinuses are 
nermally ventilated by the difference of 4%: 
pressure within the sinuses from that on the 
outside. The mucous glands are fewer in 
number within the sinuses than in the lining 
of the nose, but are, nevertheless, sufficient in 
number to make the mucus coat. The mucous 
membrane of the sphenoid sinus contains very 
few mucous glands. 

Colds in the head frequently develop as a 
result of digressions such as loss of sleep, 
overwork, exposure, and chilling and fatigue, 
which are reflected in a vasomotor reaction 
within the nose. This acts by shutting off one 
side of the nose, causing a feeling of stuffi- 
ness and thus making the other side do all the 


Read before the Sixty-fifth Annual Meeting of the 
Florida Medical Association, held at Miami, May 9, 10, 
and 11, 1938. 


work, The mucous membrane gets dry and 
the accumulated mucus does not move along 
in a normal manner. The cilia also dry and 
later die. The mucus blanket does not move 
along normally. The bacteria always present 
in the nose now have a chance to attach them- 
selves to the mucous membrane and start an 
infection. The sinuses to a certain extent be- 
come infected in every cold because the lining 
of the nose is continuous with that of the 
sinuses. They may fill with secretion or pus 
and, if this cannot readily drain into the nose, 
pain results. Because of the fact that sinuses 
are infected the large amount of secretions 
which accompany head colds come in a great 
part.from these areas. 

Every general medical practitioner treats 
these acute colds and sinus infections, and 
rightfully so. These patients can be relieved 
in nine out of ten cases by conservative meas- 
ures such as bed rest, forcing fluids, light diet, 
purgation, aspirin, salicylates or pyramidon. 
When the congestive stage is past, other help- 
ful measures are icthioldine intranasal tam- 
pons, mild cocaine-adrenalin intranasal tam- 
pons, weak solutions of argyrol and glycerine 
intranasal packs, steam inhalations with or 
without medicinal inhalants, bland nasal oils 
with or without small amounts of ephedrine 
added, and physiotherapy treatments. 

However, assuming that the measures men- 
tioned above have been carried out for a pe- 
riod of ten to twelve days without much im- 
provement to the patient, the question then 
arises: what is there to do next. The patient 
has now acquired some immunity to his first 
infection and it will be safe at this time to per- 
form conservative indicated surgery. A good 
procedure at this stage is to infract or dis- 
locate the middle turbinate toward the mid- 
line which enlarges the normal drainage angle 
and gives better natural drainage. This 
simple procedure, together with the intra- 
nasal packs of icthioldine or argyrol in glyce- 
rine, often relieves the condition. 

At times the simpler measures fail to clear 
up the acute sinus infection and the disease 
progresses to the subacute and chronic stages 
with the formation of pus which cannot suffi- 
ciently drain through the natural openings. 
Pain associated with sinus disease is due to 
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Fic. 1. Anterior-posterior view—Pansinusitis, bilateral. All the 
sinuses are opaque. 


the filling of the sinus with infected secretion 
and its failure to drain. In frontal sinusitis 
the pain is above the eye, beginning in the 
morning or mid-afternoon and lasting a few 
hours until the pus has drained into the nose. 
In other words it is a day pain. Severe pain 
over the frontal sinus which occurs at night 
is usually due to neuralgia. Antrum pain also 
is a day pain but its periodicity is not so 
marked as in the pain associated with the 
frontal sinus. In both cases the infected sinus 
is usually tender to pressure. 

If the pus has localized in the antrum 
further measures which may now be employed 
are antrum irrigations, either through the 
natural opening or through one made under 
the inferior turbinate. It is preferable not to 
irrigate the antrum much oftener than once 
a week unless there is pain. The reason for 
not washing the sinus too frequently is to 
prevent waterlogging of the mucous mem- 
brane. If after three or four sinus washings 
there is no improvement in the amount of pus 
in the antrum, it is recommended that an in- 
tranasal antrum window operation be done 
for more permanent drainage and aeration. 
The sinus now drains into the inferior meatus 
of the nose. If the antrum infection does not 
clear up following this procedure but becomes 
chronic, with thickened mucous membrane and 
continued suppuration, then it is recommended 
that a Caldwell-Luc operation be done, re- 
moving every portion of the diseased mem- 
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brane. The Caldwell-Luc operation goes 
further than just establishing drainage. In 
this operation the diseased mucous membranes 
within the sinus are completely removed and 
the medial wall of the antrum removed to es- 


tablish good postoperative drainage into the 


nose. 





Fic. 2. Anterior-posterior view—Pansinusitis, right side. All 
the sinuses on the right side are opaque. Sinuses on the 
left side clear, 





Fic. 3. Large size Ritter dilator in the antrum through an 
opening made in the intranasal antrum window operation. 


The common causes of chronic maxillary 
sinusitis are the ordinary acute sinusitis fol- 
lowing colds and influenzal infection going 
over into the chronic form, or an infected 
inolar tooth. The infection spreads from the 
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diseased tooth to the maxillary sinus on the 
same side. The infected sinus of dental origin 
is treated by removing the infected tooth and 
establishing surgical drainage. One thing that 
suggests an antrum infection of dental origin 
is the bad odor of the pus in these cases. X- 





Fic. 4. Opaque catheter in maxillary sinus through openings 
made in the Caldwell-Luc operation on the antrum. 





Fic. 5. Lingual root of first molar tooth with abscess extending 
into maxillary sinus. 


rays of the teeth are a valuable aid in helping 
to determine the relationship of the teeth to 
the infected antrum. 

When the sinus infection localizes and be- 
comes chronic in the frontal, ethmoid, and 
sphenoid sinuses this requires more extensive 
intranasal surgery. These sinuses cannot be 
punctured and irrigated in the same manner 
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as described for the antrum. The natural 
communication between the frontal sinus and 
the nose is not very large. This normal open- 
ing is in the infundibulum. It is sometimes 
open and sometimes closed. The frontal duct 
may be straight or it may be curved, and fre- 
quently it is entirely surrounded by anterior 
ethmoid cells. In order to introduce a wash 
tube into the frontal sinus duct, it is often 
necessary to enlarge its opening and free the 
passage of the anterior ethmoidal cells about 
it. An intranasal frontal ethmoid exenteration 
well done establishes good surgical drainage. 
It is recommended that the middle turbinates 
be preserved whenever possible. If the sep- 
tum of the nose is considerably deflected and 
thickened, it is advisable to perform first a 
submucous resection operation in order to get 
sufficient room to do a good frontal ethmoid 
exenteration. 

The pus in the ethmoids, frontal and sphe- 
noid sinuses is generally thin and runs out 
easily. A good rule to follow is that if the 
anterior ethmoid cells are exenterated it is 
just as well to exenterate the posterior group 
at the same time because they, too, are usually 
infected. Having exenterated the anterior and 
posterior group of ethmoids, the operator is 
now back to the anterior wall of the sphenoid. 
When the sphenoid is likewise infected, 
drainage of the infected sphenoid sinus 
is accomplished by removing the anterior wall 
of that sinus and curetting out the diseased 
membrane. 





Fic. 6. Medium size Ritter dilator in the anterior and poste- 
rior ethmoids through the opening made in the intranasal 
anterior and posterior ethmoid sinus exenteration. 
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Fic. 7. Medium size Ritter dilator in the frontal sinus through 
opening made in the intranasal frontal anterior ethmoid 
sinus operation, 


For the persistent, chronic cases in which 
there is no improvement with intranasal sur- 
gery, more radical operative procedures are 
required. The external-radical-frontal-ethmoid 
and the external-radical-frontal-ethmoid-sphe- 
noid operations extirpate all the membranes 
and ethmoid cells as completely as_ pos- 
sible. When the antrum is also chronic- 
ally diseased a Caldwell-Luc operation is done 
at the same time. The combination of these 
two operations at one sitting may rightfully 
be called pansinusectomy. In bilateral chronic 
pansinusitis cases, one complete side is done 
at one sitting and, after a period of post- 
operative recovery, the same procedure is car- 
ried out on the other side. 






i ee + 





Fic. 8. Large size Pratt ethmoid curette in the sphenoid sinus 
through openings made in the intranasal anterior, posterior 
ethmoid sinus and sphenoid sinus exenteration, having made 
an opening through the anterior wall of the sphenoid. 
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If sinus surgery is to accomplish the de- 
sired results good postoperative care is essen- 
tial. This frequently marks the difference be- 
tween a successful operation and a failure so 
far as the end results to the patient are con- 
cerned. Proper, careful, continuous, and con- 
scientious postoperative care by the surgeon 
who performed the operation cannot be too 
strongly emphasized. 

In conclusion, let me emphasize that, be- 
cause of the well known fact that sinus infec- 
tions frequently recur when patients contract 
repeated colds, a great number of these pa- 
tients will require submucous resection to 
maintain normal ventilation and drainage if 
we are to expect lasting improvement. 


U. S. Veterans’ Administration. 


DISCUSSION 
Dr. J. M. Ingersoll, Miami: 


I have listened to this paper with much interest. It is 
concise. The indications for the various lines of treat- 
ment are stated clearly. 

I think the sinuses do not become infected in every 
case of acute rhinitis. They are inflamed in every case 
and infected frequently. 

The apparent increase in the amount of secretion 
from the nose is dependent largely upon the interference 
with its physiological function, at first. The normal 
nose secretes about one pint of serous fluid in twenty- 
four hours. With normal nasal respiration this fluid is 
absorbed by the inspired air so that when this air 
reaches the pharnyx, trachea and lungs it is saturated 
with moisture. When the turbinals are inflamed the 
amount of secretion is increased, the nasal respiration 
is interfered with and the normal moisture is not ab- 
sorbed but drips from the nose. Of course, any in- 
flammation in the sinuses increases the total. 

Personally, I think intranasal tampons in acute in- 
flammation of the nose are contraindicated. They are 
a foreign body placed against an already inflamed deli- 
cate membrane and add to the irritation. When the 
tampons are removed, the relief is so great that the 
patient, by contrast, thinks he has been benefited. 

It seems to me that the more rational treatment of the 
delicate, inflamed nasal mucous membrane is gentle 
spraying with normal saline solution to remove the 
accumulated secretion. The addition of some one of the 
good alkaline preparations colors the saline solution and 
produces a better mental effect on the patient. Fol- 
lowing this cleansing solution, the application of some 
one of the standaid ephedrine solutions either as a 
spray or dropped into the nose contracts the turbinal 
tissue, decreases the hypersecretion, provides better 
drainage and thus decreases the probability of sinus in- 
fection. Cocaine in such solutions is absolutely contra- 
indicated. 

The necessity for operative work, as Doctor Nelson 
says, must depend on the progress of the case. If the 
sinus infection does not improve and clear up entirely, 
then the sooner good drainage is established, the better 
the prognosis. In practically every case of acute sinus 
infection there will be recovery, if good drainage and 
aeration are established early. Chronic cases must be 
treated more radically. Bad odor from the pus sug- 
gests bony necrosis, not only from a tooth but also 
of the sinus walls. A submucous septal operation, 
after all acute symptoms have subsided, often provides 
the necessary drainage for the sinuses, prevents re- 
current sinus infection, and obviates the necessity of 
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more radical sinus operations, as Doctor Nelson has 
stated. 

It is hardly necessary to say that all operative work 
on the nasal accessory sinuses is in an anatomical re- 
gion for which we should have great respect. The close 
relation of the sinuses with the brain, the eyes, the 
various nerves and blood vessels makes the operative 
field one which should be approached only with skill 
and precise anatomical knowledge. 

I wish to emphasize Doctor Nelson’s statement that 
good postoperative care is essential for accomplishing 
the desired results, 


Dr. R. Renfro Duke, Tampa: 


I enjoyed Doctor Nelson’s paper very much and 
think that he has ably covered the subject. Doctor 
Nelson mentioned a cold as the usual forerunner of 
sinusitis. It has been my experience that an ordinary 
cold is not so often the etiological factor in producing 
sinusitis as the influenza infection. 

In treating the patient during the acute stage of con- 
gestion, it is better to refrain from the use of local 
applications, such as astringents and the numerous nasal 
pacts, which are so frequently employed. I find the 
best treatment is to put the patient to bed, administer a 
saline cathartic and liquid diet. Sprays and nasal ir- 
rigations during the stage of turgescence endanger the 
middle ears and are followed by reaction. The most 
important thing to prevent complications is to have 
the patient remain in bed for two or three days or even 
longer if the acute condition has not subsided. After 
the stage of engorgement has passed the astringents 
and argyrol packs used about the ostium are of value. 
By this means the swelling and infiltration of the soft 
tissues is relieved, thereby producing drainage and 
ventilation, which brings about resolution. Suction is 
of value where we have reason to believe the ostium is 
closed. 

Before a patient is subjected to a sinus operation 
the diagnosis should be .very carefully made. Trans- 
illumination is of great value; x-ray should be em- 
ployed in most cases and if still in doubt the patient 
should be referred to an allergist for a check. Many 
patients have been operated for sinus infections when 
the true diagnosis was an allergic condition. If we 
can see the patient early enough, seldom is it necessary 
to operate. Usually they can be cured without opera- 
tive interference. However, some must be operated 
upon. The operation of choice for the maxillary sinus 
is the intranasal or window operation. Be sure the 
window is sufficiently large for it is the adequate ven- 
tilation that effects the cure. The intranasal is also the 
one of choice for the frontal sinus. It has been my 
experience that it is not necessary to resort to the radi- 
cal operation in more than five to ten per cent of cases 
for any of the nasal accessory sinuses. 


Dr. M. A. Lischkoff, Pensacola: 


This is a rather large subject to cover in such a short 
time, and I think Doctor Nelson has done it admirably. 
There are a few points I wish to discuss, or at least 
mention: first, pressure displacement treatment by 
Proetz. I will just mention this, as I imagine he uses 
it, but due to the limited time and short paper probably 
left it out. Many patients with normal sinuses believe 
that their nasal symptoms are due to sinus disease, 
and because treatment gives no improvement, treatment 
of sinusitis falls into disrepute. 

The management of any pathological condition—and 
sinusitis is no exception—depends on accurate and pre- 
cise diagnosis. This is especially true in sinus disease, 
whose exact nature is not always easy to ascertain. 
We classify our treatment into constitutional and local. 
In regard to systemic care, we should remember that 
when the patient is physically up to par, his resistance 
to bacterial infection is adequate. But body hygiene, 
the state of the endocrines and intestinal functions, are 
important considerations. 
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Our concern is, in the main, with local treatment 
which is essentially the promotion of adequate ventila- 
tion and drainage of the sinuses. Proper ventilation 
and drainage are the (sine qua non) sheet anchors of 
local sinus care. I wish to call your attention especially 
to treatment with physiotherapy. Physiotherapy, once 
the mainstay of the cultist, has been thoroughly studied 
and placed on a high plane as an adjunct to ethical 
therapeutics. 

Physiotherapy may be variously applied but the only 
effective methods are those whose therapeutic effect lies 
in the local heat produced. Hertzian waves, the ultra- 
short, the short and long radio waves, and the high 
frequency current, are all thermal in action. Energy in 
the Hertzian field is applied both medically and surgi- 
cally, the therapeutic heat being produced by the high 
frequency generator; ordinary diathermy by one to two 
million oscillations per second; short wave diathermy 
with ten to one hundred oscillations per second; and by 
electro-magnetic induction diathermy. 

The work of Andreen and Osborne of Chicago, by 
an ingenious and well-controlled series of experiments 
on human patients with normal sinuses, has revealed the 
effect on temperature of the sinuses by the application 
of various methods of physiotherapeutic heating. Through 
hard rubber cannulas placed in the antrum a calibrated 
thermo-couple was introduced and placed next to the 
antral wall. Accurate measurements of the temperature 
of the antrum were made after the use of the conven- 
tional diathermy, short wave diathermy, and electro- 
magnetic field, infra-red rays, the compsolite, the Cutler 
water-cooled infra-red lamp, and the Elliott apparatus 
for treatment with hot water. They found that the 
electro-magnetic field and ordinary diathermy made the 
best record. The actual rise in temperature of the 
normal antrum after twenty minutes’ treatment was from 
98.2° to 99.1°, an average increase of 0.9 degrees. They 
made no clinical evaluations of their experiments. 

My observations with the use of Hertzian waves 
leads me to believe that although heat is the only 
therapeutic agent it is more rapid with this adjunct 
ee there is possibly some bacteriocidal action in the 
eat. 

Some feel that short wave therapy suppresses sympa- 
thetic impulses and stimulates vagotonic impulses which 
lead to more permanent dilatation of the capillaries. 

There is no doubt that the intelligent application of 
physiotherapy will produce satisfactory clinical results. 


Dr. Joseph W. Taylor, Tampa: 


I do not see much excuse for chronic sinusitis. We 
used to see many chronically infected ears but when we 
learned to take care of the acutely infected ear the old 
discharging ‘ ‘chronic” ear gradually became a thing of 
the past. So it is in sinusitis. We should remember 
this and not neglect acute colds. If we treat them 
they may last two weeks, and if we do not treat them 
they may run on. I don’t think that it makes much 
difference about that. However, the fact is that if a 
cold has had time to be relieved and the discharge in the 
nose and cough continue for more than a couple of 
weeks you can rest assured there is sinus infection. 

I examine the patients with the aid of a cannula 
through the natural opening guided by the naso- 
pharyngoscope. This can be done very easily. When 
we find a great deal of pus in the maxillary sinuses 
they have to be taken care of, but I find that the 
ethmoids and frontals will take care of themselves. 
That is especially true of the ethmoids. Even in acute 
conditions there is no excuse for going into the 
ethmoids, and only into the frontals when the pain is 
severe, 

As to the chronic condition, the less we can do in the 
way of destruction and removal of mucous membranes, 
the better for the patients. After you have established 
proper drainage, I think a well-made vaccine is our best 
bet for relieving these cases, and it should be given 
over a long period of time. 
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I enjoyed Doctor Nelson’s paper very much. I 
think that sinusitis is one of the most important dis- 
eases that we have to deal with, and it should be dealt 
with early; then we can avoid chronicity. 


Dr. O. N. Nelson (Concluding ): 


I want to thank the members of the Association 
for their kind discussion of the paper. 

I certainly feel that sinus therapy should be con- 
servative whenever possible. There is no question at 
all that in some sections of the country they do have to 
do a lot more surgery to get good results in their chronic 
sinusitis cases. The climate and sunshine here in 
Florida, however, are real aids in the management of 
such cases and I feel that largely because of this we 
do not have to perform external radical operations as 
frequently as, perhaps, is done in other sections of the 
country. 

I wish to thank Doctor Duke for bringing up the 
point in relation to acute colds. I did not mean to 
infer that we used packs in acute colds and acute 
rhinitis. It happens that our patients are generally ad- 
mitted to the hospital after they have been ill for a 
number of days at home. Often we are able to avoid 
surgery by treating them conservatively with local 
treatments and physiotherapy. 


Thank you very much. 





RELATIONSHIP OF INTRINSIC CAR- 
CINOMA OF THE LARYNX TO 
PRECANCEROUS LESIONS 
R. E. Repass, M. D., and 
C. S. McLemore, M. D., 

Miami Beach. 


Before presenting a case, which demon- 
strates the possible relationship of carcimona 
of the larynx to precancerous lesions, we wish, 
first, to present a brief review of the English 
literature pertaining to this subject. 


HISTORY 

Patrick Watson of Edinburgh removed the 
first human larynx in 1868. He operated upon 
several patients the following two years and 
they all died. Billroth in 1873 removed the 
larynx of a man, who survived several months. 
Frederick Lange of New York removed the 
first human larynx in this country. The pa- 
tient was the senior member of the Anheuser- 
Busch Company of St. Louis and the opera- 
tion received considerable notoriety. The pa- 
tient was led to terminate his life a week 
following the operation, so it met with dis- 
favor. In 1892 Solis-Cohen removed the 
larynx and for the first time in this country 
attached the severed ends of the trachea to 
the skin. He remained with this patient con- 
stantly for the first 80 hours. The patient 
was alive three years later. The past 40 years 


Read before the Sixty-fifth Annual Meeting of the 
Florida Medical Association, held at Miami, May 9, 10, 
and 11, 1938. 
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has seen great strides in the development of 
surgery of the larynx. The cases of Thomson, 
Jackson, Beck, MacKenty, New, and others 
are living proofs that surgery of the larynx 
has attained a definite place in the field of 
laryngology. 
INCIDENCE 

Cancer of the larynx accounts for about 
1.8 per cent of the total deaths due to malig- 
nancy; malignancy accounts for about 10 per 
cent of deaths from all causes. The age in- 
cidence is between 40 and 60. However, there 
are several cases reported of patients as young 
as 18 and one 15 years of age. The ratio of 
male to female is 10 to 1,—that is 10 males to 
1 female. Postcricoid carcinoma has been 
found to be much more common in women 
than in men. Since 1908 MacKenty has 
studied 700 cases of cancer of the larynx and 
he states that 80 per cent of these cases were 
intrinsic. MacKenty found that 96 per cent 
of his cases were squamous cell, 2 per cent 
basal cell, 1 per cent papillary, and 1 per cent 
adenocarcinoma. Today, it is the general be- 
lief that moderate use of tobacco and alcohol 
and over-use of the voice plays no part in the 
production of cancer of the larynx. 


DIAGNOSIS 

Most discussions of cancer of the larynx be- 
gin and end with an emphasis on the great 
importance of an early diagnosis. There is 
no place in the body where cancer offers such 
a chance of cure as does intrinsic cancer of the 
larynx when diagnosed early. Hoarseness 
is the first and constant symptom of intrinsic 
carcinoma of the larynx. In one large series, 
it was found that hoarseness was disregarded 
for three years or longer in 21 per cent of the 
cases. The patients were not alone to blame 
for this neglect, as many had been attended at 
regular intervals by their family physician 
and some by nose and throat doctors. Until 
the layman and the medical profession be- 
come aware of the fact that chronic hoarse- 
ness in an individual past 40 means cancer, 
unless proved otherwise, little can be expected 
in the way of early diagnosis. Practically 
all cancers of the larynx can be diagnosed, or 
at least suspected, by indirect laryngoscopy. A 
one-sided infiltration suggests malignancy, 
tuberculosis or syphilis. Impaired mobility 
of a cord is not necessary or frequent and 
never an early sign of intrinsic carcinoma. 
Tuberculosis of the larynx, in the vast major- 
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ity of cases, is accompanied by pulmonary 
tuberculosis. Thomson feels that in the case 
of a suspicious lesion of the larynx, one is 
justified in waiting until he is sure of the diag- 
nosis. The progress of a malignant disease is 
usually continuous. Thomson states that it is 
usual for him to watch a case for three months 
and one case he watched for nine months be- 
fore operating and got a complete cure. Today, 
it is generally known that intrinsic carcin- 
oma of the larynx is very slow growing, but 
it is not our policy to wait long before doing 
a biopsy. From a differential standpoint, one 
must consider laryngitis, keratosis, pachy- 
dermia, perichondritis, benign neoplasm, blood 
clots, laryngeal palsy, syphilis, and tuberculo- 
sis. When all other diseases are ruled out, 
one is justified in taking a biopsy of the lesion 
but if this is diagnosed as benign, the patient 
should be kept under observation until the 
lesion has completely healed and the voice has 
returned to normal. Whether the lesion is 
diagnosed as intrinsic or extrinsic depends 
entirely on its position. Intrinsic includes 
these growths upon the vocal cords, (usually 
the anterior two-thirds), the ventricles, ven- 
tricular bands and interarytenoid region. Ex- 
trinsic carcinoma includes growths involving 
the aryepiglottic folds, the arytenoids, pyri- 
form sinuses, epiglottis and postcricoid area. 


TREATMENT 

Once intrinsic carcimona of the larynx has 
been diagnosed, surgical removal of the lesion 
is the only justifiable course. Whether the 
lesion is removed by thyrotomy, laryngec- 
tomy, intralaryngeal excision, or window re- 
section, depends entirely on the location, stage 
and extent of the disease. Thyrotomy or the 
laryngofissure operation today seems to be the 
operation of choice for intrinsic carcinoma 
limited to the vocal cords. Several men have 
removed cancers from the larynx by the use 
of the high frequency cutting current, using 
the intralaryngeal approach. Tracheotomy 
and radium prolongs life and alleviates symp- 
toms to some degree in the inoperable cases. 


COMPLICATIONS 
MacKenty lists the following complications 
of laryngectomy and thyrotomy: pneumonia; 
mediastinitis; extensive sloughing of the 
wound; hiccough; hemorrhage; and general 
sepsis. 
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PROGNOSIS 


Thomson's statistics show a percentage of 
cures in cases of cancer of the larynx of 76 
per cent and Jackson’s statistics show 79.3 per 
cent in patients undergoing surgery. When 
no operation is performed, death is inevitable 
but patients have been known to live seven or 
eight years after the diagnosis of cancer was 
made. Intrinsic cancer spreads very slowly 
and metastasizes late, whereas, extrinsic can- 
cer spreads rapidly and metastasizes to the 
adjoining lymph glands early. Enlarged and 
hard cervical lymph glands, of course, give a 
grave prognosis. A consideration of the prog- 
nosis in cancer of the larynx again brings to 
mind the importance of an early diagnosis. 
An early diagnosis of intrinsic carcinoma of 
the larynx offers a better prognosis for seven 
year cures than does carcinoma diagnosed in 
any other part of the body, unless it be the 
basal cell carcinoma or rodent ulcer of the 
face. 

The laity and medical profession must be- 
come hoarseness-conscious, as a sign of can- 
cer of the throat, just as they are lump-con- 

“ous, as a sign of cancer of the breast. 


»RECANCEROUS LESIONS 

A discuss:. of carcinoma of the larynx is 
not complete to. ° without some mention of 
precancerous lesio. It is Jackson’s opinion 
that precancerous le. ~ns are of great im- 
portance and that canc. -arely appears in the 
normal larynx. Chronic ~yngitis, keratosis, 
papillomas, and granulomas ‘I form favorable 
soil. It is conceded by al. ‘at these pre- 
cancerous lesions are very rare recognizable, 
histologically. Martland states at it is un- 
usual to see benign papilloma be ‘ne malig- 
nant. Others have seen cancer dev  p along- 
side papillomas and many feel that re is a 
definite transition. The transition fro... imple 
papilloma into epithelioma can now Lb, fol- 
lowed experimentally by the production of tar 
cancer and here the true precancerous stage 
can be studied microscopically. The chief 
manifestations are: epithelial hyperplasia; ir- 
regularity in size, shape and staining prop- 
erty of the cells; increased mitosis; and the 
intactness of the basal layer. Thus, a pre- 
cancerous lesion. It is entirely conceivable 
that in the years to come precancerous lesions 
will be diagnosed with the same accuracy that 
cancer is diagnosed today. 
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CASE REPORT 


This is the case of a 22-year old white woman, who 
was first seen at the Henry Ford Hospital in 1924, com- 
plaining of “loss of voice,” of three years’ duration. 
Direct laryngoscopy revealed a papilloma of the right 
vocal cord. The growth was removed, leaving the cord 
margins intact. Pathological examination showed papil- 
lomatous masses of squamous epithelium, most of which 
was well differentiated. After five months of local 
treatment, the voice returned to normal. 

This patient was next seen at the Henry Ford 
Hospital in 1935, ten and one-half years later. At this 
time she complained of hoarseness of six months’ du- 
ration. Direct laryngoscopy revealed a tumor mass in- 
volving the entire left side of the larnyx. Biopsy of 
this tumor mass was diagnosed as squamous cell car- 
cinoma, type 3. A two-stage laryngectomy was done. 
Patient made an uneventful recovery but soon com- 
plained of difficulty in swallowing. She began having 
frequent hemorrhages from the pharynx and eighteen 
months following laryngectomy she expired, after a 
profuse hemorrhage from the trachea. 


CONCLUSION 

1. The object in presenting this paper was 
to remind the members of this Association that 
intrinsic carcinoma of the larynx, when rec- 
ognized early and properly treated, is highly 
curable. 

2. Hoarseness is the first and constant 
symptom of intrinsic carcinoma of the larynx. 

3. It is important that the medical profes- 
sion, and the laity as well, become hoarseness- 
conscious, as a sign of carcinoma of the 
larynx, just as they are lump-conscious as a 
sign of cancer of the breast. 

4. A case is presented which demonstrates 
the possibility that lesions exist in the larynx, 
which in all probability are precancerous and 
in the future it may become possible to diag- 
nose them as such. 
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DISCUSSION 
Dr. Jos. W. Taylor, Tampa: 


I want first to congratulate Doctors Repass and Mc- 
Lemore on their excellent paper, the manner in which 
it is presented and the thoroughness with which the 
subject has been covered. 

You have noticed the essayists have stressed the im- 
portance of early diagnosis. This is not only of para- 
mount importance in malignancies but is true of many 
other medical problems. I wish to emphasize what has 
been said: that early diagnosis is essential and that any 
case of hoarseness that does not clear up in a few weeks 
when the patient is in middle life or past, must be con- 
sidered as a malignancy until proved otherwise. 

The ideal early diagnosis was a case seen a few years 
ago. This man’s age was 68, a winter visitor in the 
state. He gave a history of hoarseness for the previous 
few months. A physician was consulted and he was 
advised to see an otolaryngologist at once. Examina- 
tion:—nose and sinuses were negative. The throat so 
far as the tonsils, pharynx, nasopharynx did not show 
any trouble. With the laryngeal mirror a small tumor 
was seen on the anterior third of the left vocal cord. 
The new growth showed no ulceration and was about 
the size of a grain of wheat. A biopsy was taken and 
in removing the specimen the entire growth was re- 
moved. The laboratory reported a squamous cell car- 
cinoma. Following removal, x-ray therapy was used 
with complete recovery. If we could only see these 
cases at this early stage there would be no necessity 
for thyrotomy or laryngectomy. However, it has been 
my experience to see most of these poor unfortunates in 
the inoperable stage of the disease. I am sure that the 
great majority of cases I have seen in the past several 
years are extrinsic instead of intrinsic, and in the ad- 
vanced cases we usually see, even laryngectomy is out 
of question. 

It is reasonable to believe there do exist precancer- 
ous lesions. However, I have not had an opportunity 
to follow a case through as Doctor McLemore has done. 
On the contrary, I have seen many cases with a history 
of papilloma years before or perhaps in the early child- 
hood and which, past middle age, developed into a be- 
nign tumor of the larynx. 


Dr. G. E. Chandler, Miami: 


I appreciate having the opportunity of hearing this 
paper. It is something that is much needed in our sec- 
tion of Florida. Here I come in contact with a great 
number of these cases on the staff of the Jackson 
Memorial Hospital, and my experience has been that 
they arrive there too late. That is also true of most 
cases in my office practice. The trouble is, the patient 
has hoarseness so long and neglects to have it at- 
tended to. He just dismisses it as a cold. That is one 
of the reasons for cancer of the intrinsic type, not 
diagnosed early enough as stated by Doctor McLemore. 

Every case of hoarseness that has exceeded thirty 
days but has not reverted to an absolutely normal voice 
should have not only an indirect examination of the 
larynx but should have a laryngoscopic examination: 
that is, placing the patient in a horizontal position and 
exposing the entire area of the vocal cords with 
special instruments. The posterior two-thirds of the 
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vocal cords may be exposed well enough to give a par- 
tial diagnosis by the indirect method but the anterior 
commissure is not exposed and tumors in this region 
are overlooked. If diagnosed early by biopsy these 
tumors may be treated and the patient saved from 
passing into the advanced stages. 

Certainly intrinsic cancer stays in the larynx a long 
time and is often overlooked. However, many of them 
become extrinsic. 

I realize the essayist has not had time to cover the 
entire subject, and I would like to mention one or two 
other things. 

In the advanced cases a great deal of good can be 
accomplished by use of the x-ray. This is usually ad- 
vocated in the advanced cases when we don’t know how 
much we can do for them; the glands are enormously 
enlarged, almost level with the side of the head. 
Usually the patient was afraid to go to the doctor for 
fear he would tell him that he was cancerous so he 
stayed away just as long as possible. But when he 
arrives at the point where breathing becomes difficult 
he then is willing to surrender. If you operate on these 
cases and do a total laryngectomy you have to resect 
all the glands of the neck as well as immediately around 
the larynx, resulting in recurrence of the malignancy. 
So you might as well turn them over to the x-ray 
specialist. Sometimes the patient has a family and 
would like to live a year or two longer. 

At present I have one case of that type. The patient 
had been under x-ray treatment for quite some time, 
then it was discontinued. He would get better, then get 
worse, then get better again and worse. This was in- 
tracordal in type, first, but later became extrinsic. He 
has lived like this for almost three years, but I don’t 
think he will be with us three months longer. (N. B. 
He expired in June, 1938). 

Seven years ago I had another case in which I had 
done a laryngofissure operation but the patient died 
two weeks ago with tuberculosis of the lungs. 

It is necessary to have a thorough physical examina- 
tion of everything including the lungs before you op- 
erate on vocal cords. This was a definite squamous cell 
carcinoma of the left vocal cord in an insurance man. 
The left cord was removed. He came along very nicely 
and sold insurance for about six and one-half years 
afterwards. The last four or five months, however, 
he has developed active tuberculosis of the lungs and 
expired two weeks ago. 

I would like to lay emphasis on this: any case of 
acute cold or laryngitis of any type that is over thirty 
days’ duration should be referred to an otolaryngologist 
or someone who will do a direct laryngeal examination. 


Dr. M. A. Lischkoff, Pensacola: 


The one fact that I desire to stress that the author 
brought out is that the public should be made hoarse- 
ness-conscious. 

Chronic hoarseness in adults results from tuberculo- 
sis, syphilis, cancer, and occasionally chronic non- 
specific laryngitis. Patients who are hoarse any length 
of time should have a careful, thorough, and complete 
examination of the larynx. Direct laryngoscopy should 
be done whenever an indirect examination leaves any 
doubt. Biopsy should be made of any suspicious 
lesion. 

In early cancer with a small localized lesion and no 
adenopathy, the prognosis is good; but if the diagnosis 
is delayed till an extrinsic carcinoma is present, the 
outlook for speech and life is not good. 

I wish to report the case of a school teacher whom I 
saw in consultation in May, 1933. She was 18 years of 
age, had been hoarse for two years following tonsillec- 
tomy. She could sing up to six months before this 
examination, at which time she had a brassy voice. 
Our clinical diagnosis was intrinsic carcinoma then, but 
she refused a biopsy till two years later (1935). The 
pathological report then was a squamous cell carcin- 
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oma. The mass was removed by laryngofissure. The 
larynx healed with ultimate restoration of voice. A 
very recent examination revealed a healed larynx and 
good voice. The patient is apparently well and able to 
teach school again. 


Dr. C. S. McLemore (Concluding:) 


I certainly want to thank the discussors and I agree 
that it certainly should be emphasized that it is the 
man’s responsibility, who sees a case of chronic hoarse- 
ness, to view the entire larynx. 

In so many cases, you can just almost see the an- 
terior commissure, but if the anterior commissure is 
not seen, the patient should be subjected to direct 
laryngoscopy. 

We left out the discussion of x-ray treatment, be- 
cause it is confined almost entirely to extrinsic car- 
cinoma. It is quite interesting that only about a year 
ago, Doctor Coutard made the statement that, never 
had he seen a case cured with x-ray or radium, after 
there was fixation of a cord. 





CONGENITAL MALFORMATIONS OF 
THE INTESTINAL TRACT 
T. C. Maguire, M.D., 
Plant City. 


Congenital malformations of the intestinal 
tract are of both anatomic and surgical in- 
terest, for in this condition we are confronted 
with the future welfare of our patient, 
whether it be in the newborn, or later in adult 
life. 

I think it proper in the beginning of this 
short discussion of congenital malformations 
of the intestinal tract to review briefly the 
normal embryologic cell development of the 
body, as well as that of the intestinal tract, 
during the first few weeks of our embryonic 
life, giving the different cell formations that 
go to make a normal body. 

There are three primary layers that give 
rise to all the tissues of organism, namely: 
the ectoderm, the mesoderm and the entoderm. 

“From the ectoderm layer spring the epithe- 
lium of the outer surface of the body, includ- 
ing that of the conjunctiva and the anterior 
surface of the cornea; the external auditory 
canal, together with the epithelial appendages 
of the skin, nails, hair, sebaceous and sweat 
glands; the epithelium of the nasal tract, with 
its glands, as well as the cavities communicat- 
ing therewith; the epithelium of the mouth 
and of the salivary and other glands opening 
into the oral cavity; the enamel of the teeth; 
the tissues of the nervous system; the retina, 
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the crystalline lens, and perhaps part of the 
vitreous humor; and the epithelium of the 
pitutiary and pineal bodies. 

“From the mesoderm are derived the con- 
nective tissues, including areolar tissue, ten- 
don, cartilage, bone and dentine of the teeth; 
the muscular tissue, except that of the sweat 
glands and dilator pupillae; the tissue of the 
vascular and lymphatic system, including their 
endothelium and circulating cells; the sexual 
glands and their excretory passages, as far 
as the termination of the ejaculatory ducts 
and vagina; and the kidney and ureter. 

“From the entoderm are derived the epi- 
thelium of the digestive tract with all the 
glandular appendages, except those portions 
derived from ectodermic origin at the begin- 
ning and termination of the tube; the epithe- 
lium of the respiratory tract; the epithelium 
of urinary bladder and ureter; the epithelium 
of the thyroid and thymus bodies.’” 

The entire digestive and intestinal tract is 
derived from cells coming from the ectoderm 
and entoderm primary cell layers. Any mal- 
formation of any part of the body, as well as 
that of the intestinal tract, is due to the mal- 
placement of either of these primary cell 
layers in our intra-uterine development. 

The cause of such malformation is a 
question—whether it comes from disease of 
the male or female organism, whether it is 
traumatic in character, or whether the uterine 
cavity is in an unhealthy state to receive and 
develop the embryo. Or is it just due to the 
misplacement of the three primary cell layers? 

Dr. J. Howell Evans‘ has this to say of ante- 
natal pathology: “To me, antenatal pathology 
has been a subject of ever-deepening interest, 
because it is a subject of tremendous import- 
ance for the future of the race and the in- 
dividual. Antenatal pathology, being con- 
cerned with all the morbid processes which act 
upon the organism before birth and with the 
effect which they produce, may be considered 
from three points. First, foetal pathology; 
second, embryonic pathology. There is good 
reason to believe that morbid agencies acting 
on the embryo produce not diseases but mal- 
formations. When the malformed embryo 
becomes a foetus it carries its malformation 
with it. Third, germinal pathology. The lines 
along which the future growth is to take place 
are nearly all fixed during the embryonic 
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period—.e., the first six weeks of intra-uterine 
life. Since the chief physiology of the embryo 
is organogenesis, or formation of parts and 
organs, so the chief effect of pathological pro- 
cesses in this embryonic or formative period 
is the malformation of its parts and organs.” 

The most common deformities or mal- 
formations that we meet in the intestinal 
tract are: pyloric stenosis, stenosis and atresia 
of the duodenum, Meckel’s diverticulum, atre- 
sia of rectum, absence of colon, and ileocecal 
valve. The stomach is sometimes found in the 
thoracic cavity in cases of diaphragmatic 
hernia. There may be atresia at either orifice, 
but rarely is constriction found in the middle 
of the organ dividing it into two compart- 
ments. 

Pyloric stenosis my be divided into two 
classes, hypertrophic and spasmodic. In the 
hypertrophic type we have an abnormal de- 
velopment of the pylorus, especially its trans- 
verse muscular fibres. In the spasmodic, there 
is a contraction of these muscular fibres, which 
may bring about a complete closure of the 
pylorus at intervals. Stenosis of the pylorus 
in the newborn is readily diagnosed by the 
character of the vomiting. The time of vomit- 
ing, after taking food into the stomach, also 
plays an important part as to the possible de- 
gree of closure that exists at the pylorus, and 
if the vomitus is clear and free from bile it 
is reasonably sure that the closure is at the 
pylorus. However, if the vomitus should con- 
tain a large amount of bile the case may be 
one of a stenosis beyond the opening of the 
bile ducts into the duodenum. 

From the literature on this subject I find 
that congenital atresia and stenosis of the in- 
testinal tract, exclusive of the pylorus, rectum 
and anal canal is a relatively rare condition, 
occurring in about one of twenty thousand 
infants. Records obtained from the Patho- 
logical Department of the University of Min- 
nesota give fifteen cases varying in site of lo- 
cation as to constriction areas. Some were 
found in the duodenum, jejunum, ileum and 
cecum, and one of this number was in the 
colon. The obstruction is usually single. In 
multiple constrictions atresia and stenosis may 
co-exist. The point of obstruction may be 
narrow or moderately wide. That part of the 
bowel above the constriction is usually dis- 
tended and in some instances so much so that 








ma eh at ad 


le: 


ab 





ww Ww 


— 


=e 6 


- 


Ye SCT = +t 








Jour. F. M. A. 
DeceMBER, 1938 


the pyloric ring is obliterated, or rupture of 
the bowel may occur. The bowel below the 
point of obstruction may be so constricted 
that it has a ribbon-like appearance. The 
symptoms of these conditions are vomiting, 
distention of abdomen, diminution of stools, 
or complete absence of stools. Here again the 
time of vomiting plays an important factor in 
locating the obstruction. It always occurs 
earlier when the obstruction is in the duo- 
denum than when it is lower down in the 
tract. The x-ray is an important factor in 
diagnosing the location of the obstruction. 


Probably the most common of all deform- 
ities of the intestinal tract is a condition 
known as Meckel’s diverticulum. It is always 
single and is usually situated on the ileum a 
short distance from the ileocecal valve. How- 
ever, it may occur at other points of the in- 
testinal tract. Its structure corresponds to 
that portion of the bowel from which it 
springs. 

Its calibre is generally equal to, though oc- 
casionally smaller, but rarely larger than, the 
calibre of the intestine above the point 
of its origin. It varies in length from a small 
nodule, or nipple-like projection, to six or 
seven inches. It is usually cylindrical or coni- 
cal in shape, and as a rule comes off the 
bowel at a right angle; however, there may 
be an acute angle to its projection. It is some- 
times attached to the umbilicus at its distal 
end forming a fecal fistula. Likewise, it has 
been known to attach itself, forming adhesions 
and producing an obstruction. The distal end 
sometimes breaks and the intestinal contents 
leak into the peritoneal cavity causing acute 
abdominal symptoms. 


Atresia of the rectum and ana! canal: This 
condition is probably brought to the attention 
of the physician earlier than any of the other 
forms of malformations of the intestinal 
tract, if he does not find it himself. For, as 
a rule, if the baby does not have a bowel 
movement in a short time after birth some in- 
spection is made as to the cause of this failure. 
From personal experience I have found it 
much better to make this inspection at time 
of the birth of the baby than to be told of 
the condition by the nurse. However, those 
of us who do rural work are more or less 
handicapped, due to the fact that in the coun- 
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try we do not have sufficient light to make the 
type of inspection we should. This is because 
the larger part of baby delivering is done at 
night by oil lamps, and poor ones at that. I 
have oftentimes had to do this type of work 
by a light made from a bottle with a rag for 
a wick and with a room full of smoke. It is 
essential for the welfare of the baby whose 
misfortune it is to be born with an atresia 
of the rectum and anal opening, to have some- 
thing done for it before dehydration takes 
place. Surgery is its only salvation. 

The abnormal position of the intestinal 
tract is due to a faulty rotation of the midgut 
and is a congenital anomaly, owing to dis- 
turbances of the normal embryologic develop- 
ment of the intestinal tract. These disturb- 
ances may be divided into three classes: non- 
rotation, reversed rotation, malrotation. 

“Nonrotation : In the patient with this type 
of abnormality the portion of the intestinal 
tract which is derived from the midgut is 
found in exactly the same position as in an 
embryo 8 weeks of age. The typical anatomic 
findings are: 

Lack of the duodenojejunal flexure. 

Position of the small intestine in the right 
side of the abdomen. 

Position of the whole large bowel in the 
left side of the abdomen. 

Location of the appendix at the midline, 
or on the left side of the abdomen. 

Crossing of the last loop of the ileum over 
the midline, from the right to the left 
side of the abdomen, to join with the 
right medial border of the cecum. 

“Reversed Rotation: In this state the loops 
of the midgut re-enter the peritoneal cavity 
in the wrong order. The postarterial segment 
—i.e., the ascending colon, then the cecum, 
then the lower ileum enter, followed by the 
prearterial portion, thereby resulting in a ro- 
tation of the midgut which is exactly the re- 
verse of the normal. The position now ob- 
tained is characterized by the following anat- 
omic findings : 

Position of the duodenum in front of the 
large bowel and the mesenteric artery, 
lack of the duodenojejunal flexure. 

Position of the mesenteric artery in front 
of the colon. 
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Circumscribed narrowing at the middle of 
the transverse colon which is trapped 
here behind the stem of the mesenteric 
artery. 

Normal positions of the other portions of 
the intestines. 

“Malrotation : This conditions occurs in the 
cases where the prearterial and the postarter- 
ial segments re-enter the abdominal cavity at 
the same time, the former in front and the 
latter behind the mesenteric artery. The 
characteristic anatomic findings are: 

Position of the duodenum and upper jejunal 
loops (prearterial segments) in front of 
the colon and mesenteric artery. 

Position of the lower small intestinal loops 
behind the mesenteric artery as in the 
normal patient. 

Position of the duodenum and terminal 
ileum side by side, often fixed by ex- 
tensive adhesions. 

Presence of a very long and very narrow 
mesenteric pedicle on which the whole 
small intestine and the proximal colon 
(former midgut) are freely suspended. 

Position of the cecum in the subpyloric re- 
gion.” 

It is interesting to note in this connection 
that many patients who have some form of 
the above-named pathological condition in 
the formation of their intestinal tract may 
live well beyond three score and ten years 
with no clinical symptoms of any gastro-in- 
testinal misfit, the abnormal condition being 
found at necropsy. There are others who 
will complain of some intestinal disorder, 
such as some colic pains in abdomen, belching 
of gas, a feeling of fullness in stomach, con- 
stipation, a feeling of lassitude, headaches, 
loss of appetite. Histories may also be found 
of long intervals of normal health and the 
ability to carry on work as a normal indi- 
vidual. It is hardly possible or probable that 
a diagnosis of intestinal malformation or a 
misplaced intestinal tract would be made with 
such symptoms. The diagnosis is generally 
made during some abdominal operation, or 
by means of the x-ray when looking for some 
other trouble. 

Dr. Charles Mayo’ has this to say of the 
nonrotation of the colon: “The relative rarity 
of these obscure intra-abdominal abnormal- 
ities and the fact that they so infrequently give 
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rise to definite symptoms explains in part why 
a diagnosis is so seldom made when trouble 
occurs.” 

I wish to report five cases of congenital 
abnormalities of the intestinal tract that I 
have seen, four in my own practice, and one 
that was referred to me by a colleague in 
Plant City. 


CASE REPORTS 


Case 1. An Italian baby was born early one morn- 
ing after a long and tedious, though not an instrumental 
delivery. At the time of the birth, the child gave two 
or three good healthy yells, and was apparently a nor- 
mal baby. I did not make an examination of the child 
for any abnormal condition, as it seemed to be normal. 
Respiration was good and its eyes open and looking 
around. I left the house after all details of the delivery 
had been completed and instructions given for the care 
of the mother and baby. I told them that I would see 
them in two days. That night, at about 11.00 p.m., I 
was called to the phone with the greeting that the baby 
had “no holey” and to come at once. I made the call 
and on examination of the baby found that it had a 
complete atresia of the rectum and anal opening. The 
baby was vomiting, stomach distended and he was cry- 
ing as if in great pain. I operated at midnight, assisted 
by Dr. E. Austin, making an incision at the usual site 
ot a normal rectum, bringing the bowel down and su- 
turing it to the artificial anal opening. The baby was 
immediately relieved. It lived and developed as a nor- 
mal baby until it was four and half years old. At this 
time it was taken suddenly sick. -Its stomach was 
greatly distended and it died before anything could be 
done. The type of obstruction was not determined. 

Case 2. This baby was three days old when oper- 
ated upon. I was called in consultation on this case. 
Examination revealed the following conditions: vomit- 
ing frequently, stomach distended. I thought that we 
could feel a mass in lower right quadrant; small anal 
opening, with an obstruction about 3% of an inch from 
outer opening. The baby was very restless and showed 
signs of a marked dehydration. Operation was de- 
cided upon. This was done, and to our surprise we 
found a large distended small intestinal tract, with an 
appendix that was about ten inches in length, which 
was distended in proportion as the other part of the 
small intestinal tract, with complete absence of the 
colon. We did an enterostomy which gave the baby 
temporary relief. It died the following day. 

Case 3. Similar to case number two. 

Case 4. This baby was operated upon the second 
day of its life for a complete atresia of its rectum 
and anal opening. The same operation that was per- 
formed in case number one was used. This child is now 
three and one-half years of age and seems to be enjoying 
the best of health. However, in this case we have a 
vesicorectal fistula. Only a few drops of urine comes 
from the penis. It has not been determined whether this 
fistula is a congenital one or was produced at the time 
of the operation. 

Case 5. I was called to see a young man 23 years 
of age, whom I found suffering intense pain in the 
abdomen. On questioning him as to the type of pain, 
and if he had had any previous attacks, he stated that 
he had, and plenty of them. For a number of years 
attacks of pain would come at various intervals, some 
mild and some severe. However, he had attributed it to 
constipation, because as soon as he could get his bowels 
functioning he would get relief. 

On examination I found a very rigid abdominal 
wall. Pain increased on pressure at any point over the 
abdomen and the temperature was elevated. He was 
vomiting. The abdomen was slightly distended. With this 
type of history, together with the clinical findings, I 
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made a diagnosis of acute appendicitis and advised an 
immediate operation. This was done. 

We had difficulty in locating the appendix, finally 
finding it on the left side of the median line. It was 
acutely inflamed, about eight inches in length, and as 
large around as an ordinary fountain pen, with no 
mesoappendix, it, lying loose in the abdominal cavity. 
He made the usual recovery following this type of 
operation and was apparently well for about six months, 
then began to have more of the same symptoms, ie., 
pain, constipation, nausea and vomiting. He had a pe- 
culiar position that he would get into when he would 
come to my office. In sitting in a chair he would draw 
his feet up against his buttocks, knees flexed to chin. 
He stated that he felt more comfortable in that posi- 
tion than any he could get in. These attacks would last 
for several days, but when over them he would feel fine. 
He played golf and did many of the things in athletics 
that most young men enjoy. 

Finally, he secured a position in Chicago, and while 
there had several attacks. Gastro-intestinal series was 
made. This young man had a congenital malformation 
of his intestinal tract, due to the faulty rotation of the 
midgut in his embryonic period, with the larger portion 
of his intestinal tract transposed to the left side of the 
median line. The stomach was long, its position vertical. 
The ascending, transverse and descending colons lay side 
by side in the upper left and lower left quadrant of 
his abdomen. 

A surgical procedure was decided on to correct this 
deformity. The operation consisted of bringing that 
portion of the ascending and transverse colon over to 
the right side of abdomen and stitching the peritoneal 
covering of gut to the peritoneal lining of the abdomi- 
nal wall in the upper right quadrant just below the 
liver and to the peritoneal lining at the crest of the 
ileum, thus trying to make the normal loop of the 
large gut. This was easily done, because of the peculiar 
construction of the colon. It was just a long tube held 
in position in the upper left quadrant by small bands 
of adhesions. The colon in its entirety had the appear- 
ance of a tire tube. Another interesting feature of this 
case was the absence of the omentum. Following this 
operation the patient did well for some time, and all at 
once he developed pain in the abdomen with vomiting 
and projectile vomiting on the second day. At this time 
a mass could be palpated in lower left quadrant. A 
second operation was done for an obstruction. To our 
surprise the obstruction was due to an adhesive band 
springing from the attachment of the colon at the crest 
of the ileum in the former operation. The colon had 
resumed its former position in its entirety, with two 
bands of adhesions across upper and lower portion of 
the abdomen. The obstruction was complete and gan- 
grenous. A resection of the gut was done, but not 
however in time to save the life of the patient. 


In conclusion, I wish to stress this one 
point, especially in the newborn: It is im- 
perative that you make your diagnosis early 
and act accordingly, but even then your mor- 
tality rate is going to be high. 
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KNOWN AND UNKNOWN FACTORS 
IN TUBERCULOSIS 


ARNOLD S. ANDERSON, M. D., 
St. Petersburg. 


It was an anonymous humorist who once 
said “A philosopher is one who knows every- 
thing about the unknown and nothing about 
the known.” If such were the case we would 
welcome his philosophical dissertations on the 
many unknown factors that we now know 
exist in the realm of tuberculosis. 

Ever since man first encountered this dis- 
ease, which is thousands of years old, there 
has always been something about it which has 
defied accurate interpretation. The ancients, 
baffled at the etiology of the disease, laid claim 
to many and varied causes. Some felt it was 
due to the acrid secretions falling from the 
brain into the lungs and giving rise to this 
inflammation. Others thought that it was due 
to a disturbance of the harmony of the four 
interchangeable elements of the body namely, 
earth, water, fire and air; while still others 
believed it was a thing of inheritance that 
passed from the blood of the mother to the 
blood of the child. Hundreds of other reasons 
for the development of this disease gained 
recognition and it was not until Robert Koch 
in 1882 definitely gave us the known for the 
unknown and proved that the cause of tuber- 
culosis was the tubercle bacillus. What a 
problem that removed from the field of phil- 
osophical speculation. 

The diagnosis of tuberculosis by the an- 
cients is a subject we may well wonder at. 
History and inspection were the only instru- 
ments available. In the descriptions of the 
disease as given by Hippocrates the diagnosis 
of tuberculosis was right undoubtedly in many 
instances, but who will deny that confused 
with many of the diagnoses were such dis- 

eases as bronchiectasis, pulmonary abscess and 
non-tuberculous pulmonary fibrosis. When 
Laennec came with the stethoscope he 
brought us closer to the known but when 
Koch introduced tuberculin and the sputum 
examination and Roentgen gave us the x-ray, 
then gradually the wheat was separated from 
the chaff—the unknown became the known. 
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In the treatment of tuberculosis we find a 
marvelous array of fanciful therapy. There 
was goat milk to be taken, not at sea level but 
on the mountain. Then came the advocates of 
human milk rather than goat’s or cow’s milk, 
and that it be taken at the breast, because if 
air came in contact with the milk it made it 
less digestible. Among the ancient Romans 
a drink made from the shavings of the hoof 
of the ox, scalded with honey, was very good. 
An infinite number of such remedies have been 
handed down to us, all of them filled with 
much hope and little science. 


It was not until Brehmer’s successful show- 
ing of sanatorium results in 1854 in Ger- 
many that the institutional treatment of tu- 
berculosis became accepted, and then came 
Peter Detweiller and Edward Livingston 
Trudeau who emphasized the importance of 
rest and so we find that important thera- 
peutic measure coming to light. 

When Forlinini of Italy and Murphy of 
Chicago, independently discovered the virtue 
of rest for the lung by artificial pneumothorax, 
there was retrieved from the unknown another 
factor for the control of tuberculosis, collapse 
treatment. 


It is interesting to note that all these im- 
portant discoveries have been brought to us 
within the past ninety years—within the life- 
time of some people living today. Yet with 
all these wonderful advances there have arisen 
new problems, unknown factors that still chal- 
lenge the mind of man. For instance, in ex- 
perimental tuberculosis we have learned that 
different animals vary considerably in their 
response to an injection of tubercle. bacilli. 
Now we know this occurs, but why does it 
occur? Why is the chicken relatively immune 
to the human type of tuberculosis, while the 
guinea pig is very susceptible? If a guinea 
pig is inoculated with a given dose of tubercle 
bacillus of the human type it soon dies from 
a generalized tuberculosis. The rabbit on the 
other hand shows more resistance, the dog still 
more, the cat again more, and the chicken is 
practically immune. But given the bovine type 
of tubercle bacillus, the reverse order of re- 
sistance takes place; the chicken being most 
susceptible and the guinea pig most resistant. 
If we knew the answer we might be closer to 
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the final solution of what constitutes resistance 
to tuberculosis. As we contemplate this varia- 
tion in response of different animals to the 
same stimulus we are struck by the similarity 
of a related phenomenon, anaphylaxis. If a 
sensitized guinea pig, rabbit and dog are each 
injected intravenously with a given foreign 
protein we find the cause of death different 
in each one. The guinea pig dies of asphyxia, 
brought about by a tetanic contraction of the 
smooth muscle of the bronchi which blocks the 
intake and output of air in the lungs. The 
rabbit dies of a complete mechanical blocking 
of the circulation in the arterioles in the lungs. 
It is a cardiac death. The dog dies of a sud- 
den accumulation of blood in the liver and the 
abdominal veins. The thing to be noted is 
that in three different animals with an iden- 
tical stimulus we have three different re- 
sponses and three different modes of death. 
What is at present unknown to us is, of 
course, the various factors involved in pro- 
ducing this variety of responses and we are 
impressed by the tremendous complexity of 
tissue reaction to a given stimulus. 

As we travel into the field of tuberculosis 
in humans we have but to look back a few 
years and see what light has been thrown on 
some previously dark problems from the 
standpoint of understanding tuberculous in- 
fections and how they affect the individual. 
We used to think that a child receiving an in- 
itial infection of tubercle bacilli even sufficient 
to produce a large pneumonic involvement— 
one that would look like a typical lobar pneu- 
monia on x-ray—was doomed to die. Any- 
one looking at an x-ray film showing such a 
large area of disturbance would naturally say 
that the prognosis was indeed dark. It looked 
like a fulminating infection. With the passing 
of years and with serial follow-up studies of 
such infections we have changed the unknown 
to the known and learned that these formid- 
able-looking processes were mild and not se- 
vere and the result is practically always re- 
covery and not death. After some months of 
time the pneumonic process begins to shrink 
and shrinks until it finally leaves nothing but 
calcification, a Ghon tubercle as mute testi- 
mony of its past. What a consolation it now is 
to point to such a lesion and be able to say: 
“This will resolve and leave in its wake a cal- 
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cification—the patient will not die but will re- 
cover.” 

But once first infection has occurred, what 
are the changes brought about? The body 
becomes sensitized to the products of the tu- 
bercle bacillus and is allergic. Just as the hay 
fever victim, sensitive to ragweed, is harmed 
by too big a dose of ragweed pollen, so is the 
tuberculous body poisoned by too big a dose of 
tubercle bacilli or its products such as tuber- 
culin. There results a more or less intense re- 
action around the tuberculous focus with re- 
sulting necrosis and the liberation of toxic 
substances into the circulation. And so we 
have such symptoms as fever, tachycardia, loss 
of appetite, loss of weight, and night sweats. 
These are manifestations of allergy at work. 
We know now that this bodily state present 
in the already tuberculous infected individual 
is the one that produces practically all the de- 
structive types of tuberculosis. It is called the 
adult type of tuberculosis. 

Now we know this and many other things 
about allergy but we still do not understand 
the intricate mechanism which determines the 
development of allergy, nor the means of pre- 
venting it. Once a hypersensitivity to the tu- 
bercle bacillus has occurred we know not how 
to remove it. There are many who still hope 
that desensitization through tuberculin will in 
time be practical, but so far it has failed of 
realization. We leave that big unsolved prob- 
lem to the future. 

A question that has baffled students of tu- 
berculosis for many years is why this disease 
shows such a great variation in mortality 
rate for different age groups in male and fe- 
male. Up to 5 years, the rate is about even 
per 100,000—84 for the male and 78 for the 
female. From 5 to 10 years, a definite drop 
occurs, 10 for the male and 10 for the female. 
When we come to the ’teen age a startling 
change occurs. The death rate for the female 
about doubles that of the male, 94 to 49 per 
100,000. This ratio persists for a few years 
and then in the thirties we have the ratio 
about even. Then the picture changes. Deaths 
among the males increases so that in the age 
group of 45 to 60 years, there is almost twice 
as high a death rate in the male group as in 
the female. 

Now why does this change in ratio occur? 
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That is still an unknown factor, although 
many explanations for it have been given. 
Clothes, climate, speed of life and dieting 
have been blamed for the increased rate among 
girls in the ’teen ages. There is no proof of 
guilt. For the increased mortality rate of 
both sexes during the ’teen ages Myers has 
brought to our attention this valuable fact, 
the latency of the disease. 

First infection occurs and is followed by a 
long resting period, frequently years, before 
the reinfection type of disease exerts itself. 
Thus one infected, let us say at 7, 8, or 9 years 
of age may nurse a dormant infection until 
sixteen or seventeen years of age before the 
flame flares up. In analysing this we may ask 
why it flares up. All infections do not have 
the same latency. Some may take a few years 
and some many years. It may be due to the 
size of the initial infection, an overwhelming 
exogenous reinfection, unfavorable environ- 
ment, or what not. We do not know definitely. 

In considering the cause of the greatly in- 
creased mortality rate of ’teen aged girls as 
compared to boys this possible factor stands 
out : there is certainly more drive, more strain, 
on the girl than the boy at this period. The 
physiological changes of the menstrual func- 
tion, plus the attendant emotional tension, plus 
the added striving for social or economic rec- 
ognition, certainly make this period one of 
greater hardship for the girl than the boy. 
It may well be called the strain of speedy ma- 
turity. 

When we come to the period after forty-five 
years of age we find the male struggling for 
economic recognition. The average house- 
wife by this time is enjoying more or less 
social security. The husband is busy attempt- 
ing to preserve it. And so we have struggle 
or strain on the one hand and relaxation on 
the other. Besides this, we also have to con- 
sider the increased exposures that the male 
undergoes at this time particularly as pertains 
to dangerous occupational dusts as silica, 
which add greatly to the increased mortality 
rate. 

If these facts as to causes for the variation 
in mortality ratio are correct we can put it 
this way: “Speedy maturity kills, while so- 
cial security saves.” Perhaps that makes the 
difference. 








Speculation has frequently centered around 
the endocrine glands and their part in this 
play. Woulf is so bold as to say that where 
tuberculosis threatens thyroid therapy should 
be instituted. Some of the symptoms of tu- 
berculous toxemia do resemble endocrine de- 
ficiencies as of the thyroid and adrenals but 
how closely it is tied up to these glands is still 
an unknown factor. It has long been accept- 
ed that hyperthyroid patients handle tubercu- 
lous infections very well. The disease in these 
cases is usually a mild one becoming well lo- 
calized and walled off. The myxedema patient, 
on the other hand, is a fertile field for the tu- 
bercle bacillus and handles the disease poorly. 

In Addison’s disease, one of the most fre- 
quent lesions found in the adrenals is tuber- 
culosis. The similarity of symptoms in ad- 
renal insufficiency and tuberculosis has been 
recognized. In both we have early fatigue, 
loss of appetite, general malaise, and a low 
blood pressure. Whether the toxins developed 
in pulmonary tuberculosis exert a depressant 
effect upon the adrenals is still an unknown 
factor. 

The part played by the body minerals in 
tuberculosis has long been a subject of con- 
troversy. Of these, calcium has perhaps had 
the greatest popularity. It was formerly be- 
lieved that because calcium deposits were so 
frequently a part of the picture of a healed tu- 
berculous process, that this mineral was a 
necessary element in the healing of the lesion. 
Therefore, everything should be done to stim- 
ulate calcium formation. The logical way 
was to feed it by mouth and so calcium lactate 
came into popular use not only for pulmonary 
hemorrhages due to tuberculosis but for treat- 
ing the active disease. 

Proof as to the efficacy of calcium in the 
treatment of tuberculosis is lacking. From out 
of the unknown has come the fact that calcium 
deposition is an end result of healing and not 
an active agent in the healing process. After 
the lesion has become well walled off by fibrous 
tissue, the calcium is deposited in the healed 
lesion and there it is like so much inert sub- 
stance. It is also interesting to know that in 
hyperthyroidism which resists active tuber- 
culosis we have a negative blood calcium bal- 
ance. Furthermore, considerable experimental 
work on the use of calcium in tuberculous 
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animals has shown no evidence that it has 
healing powers on these lesions. 

For many years it has been recognized that 
the tripod upon which rested the successful 
treatment of tuberculosis was good food, fresh 
air, and rest. This tripod has of late years 
been given added props and it is interesting to 
note how good food, for instance, has been 
dissected into its component parts for the pur- 
pose of ascertaining which factors therein are 
valuable ones for bringing added resistance 
to the tuberculous. Let us take one factor 
which recently has received considerable at- 
tention—the vitamins. In the codliver oil 
days, when codliver oil was the grand ‘“‘stand- 
by” in the treatment of tuberculosis, there was 
no explanation for its conceded value except 
that it was considered a good tonic. Of late 
years together with tomatoes it has become 
almost a routine treatment for tuberculous en- 
teritis. It is believed by some at present that 
its rich vitamin A and D content and the 
vitamin C of tomato juice is the responsible 
factor in its value in this treatment. Whether 
it is we do not know. Much experimental 
work has been done with vitamins A and D in 
an attempt to prove their efficacy in the treat- 
ment of tuberculosis. Proof is still lacking 
that they exert any specific effect on the heal- 
ing of the lesion. 

Vitamin C has recently come to command 
much attention in the treatment of tuberculo- 
sis. Heise and his associates at Saranac 
came to the experimental conclusion that there 
was a definitely faulty metabolism of vitamin 
C in the body of the tuberculous and that it 
was possible that this vitamin did play a role 
in combating the disease. They did not how- 
ever feel that the work up to the present jus- 
tified advocating the vitamin as a curative 
factor. 

Sweeny and his workers at the Chicago 
Municipal Sanatorium showed that vitamin C 
administration definitely improved the differ- 
ential white count in tuberculosis and for that 
reason felt that it may be of value for the 
treatment of clinical tuberculosis. 

Petter of Glen Lake Sanatorium found that 
30 of 49 patients treated with 150 mgm. 
daily of vitamin C in a chocolate malt-milk 
drink showed definite improvement in their 
clinical condition. 








is. ee ee kh CU 


oO - = 45 Ff 2 —— RR = rR Lk 





we 





Jour. F. M. A. 
DecemBeER, 1938 


It is still too early to definitely state the 
place that the vitamins hold in the treatment 
of tuberculosis. With all the work that is 
being done on this subject there does seem to 
be some important relationship existing 
between these mysterious vital factors and tu- 
berculosis. Certainly we are doing well to 
consider adequately the nutritional aspect of 
the body and the part it plays in resistance to 
tuberculosis, for there is something as yet un- 
known that makes some bodies more fertile 
fields for the tubercle germs than others. 

As we pass in review all the aforementioned 
factors that appear to play a definite relation- 
ship to resistance in the development of tu- 
berculosis we must wonder at the complexity 
of the problem. It still presents many un- 
known aspects which time will solve and which 
will bring us closer to the final solution and a 
complete understanding of tuberculosis. Just 
as in the past the unknown has become the 
known, so in the future our present unsolved 
problems will come to light and show us a 
clearer picture. 


712 Power and Light Bldg. 





A REVIEW OF THE LITERATURE ON 
SULFANILAMIDE WITH SOME 
PERSONAL OBSERVATIONS 


Francis T. Hotianp, M. D., 
Tallahassee. 


When I first received literature on prontosil 
and prontylin, I immediately consigned it to 
the waste basket as I had not then read some 
of the earlier works on the subject. Shortly 
after this my attention was called to the work 
of Long and Bliss’ and within a few weeks I 
had my first experience with these drugs. 

I was called to see an eight months old in- 
fant with an extensive erysipelas of the lateral 
and most of the anterior surface of the left 
thigh. The child had been scratched by a pin 
the day before and twelve hours before I saw 
him his mother noticed a small red spot at the 
site of the scratch which had spread to the 
proportions described above. His temperature 
was 106.6°; pulse, 120; respiration, 30; with 
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no other pertinent findings on physical ex- 
amination. After much difficulty, I located 
some prontosil and prontylin in town and 
gave 4 cc. prontosil, 2.5% solution, intramus- 
cularly and prontylin, gr. 5, every four hours. 
The next morning, the temperature had 
dropped to 103°, the pulse to 110, and the 
respiration to 26. I gave 5 cc. prontosil and 
continued the prontylin. There was no fur- 
ther spread of the infection. The next morn- 
ing the temperature was 99°, and the area of 
inflammation had markedly diminished. Fol- 
lowing that experience I became intensely in- 
terested in the subject. 

Sulfanilamide is the name accepted by the 
Council on Pharmacy and Chemistry of the 
American Medical Association for para- 
amino-benzene-sulfonamide, also para-amino- 
phenyl-sulfonamide, and is marketed under 
the names: sulfanilamide, sulfonamide-P, 
sulfamidyl, prontylin, prontosil, stramid, 
streptocide, colsulanyde, prontosil album, 
prontosil flavum, rubiazol, and elixir of sul- 
fanilamide which has been withdrawn from 
the market. Prontosil 2.5% solution is not 
sulfanilamide but is broken down in the body 
into sulfanilamide as it has the same action. 

We must consider Erhlich as the father of 
chemotherapy with his discovery of salvar- 
san. We have had many chemotherapeutic 
agents since but none has as wide a range of 
usefulness and as specific an action as this 
drug promises to have. 

Dogmagk’ in 1935 was one of the earlier 
workers with this drug; Levaditi and Vais- 
man’ during this same time showed the neu- 
tralizing effect on the leucodins and hemoly- 
sins of streptococci in vitro. Buttle and asso- 
ciates’ used six strains of streptococci on six 
mice for each group and showed that in five 
of these groups none of the control mice sur- 
vived three days except one and it was killed 
on the seventh day and each of the treated 
groups had one or more mice to survive a 
month or longer. In the excepted group both 
the control and treated mice died within three 
days. With meningococcic infections of 100 
million organisms no control animal lasted 
two days whereas five treated survived one 
month. They also showed that it had little 
effect on staphylococcus or pneumococcus 
type I. 

Colebrook and associates’ showed that a 








1:10,000 concentration of sulfanilamide in 
culture media delayed growth of thirty to 
fifty streptococci two to five days whereas 
they had been growing in sixteen hours; how- 
ever, a 1:100 concentration of sulfanilamide 
did not affect 1 cc. of a culture of undiluted 
organisms containing 300 million organisms, 
although it did affect one-tenth this number. 
A 1:18,000 concentration of sulfanilamide in 
defibrinated blood (concentration added in 
vitro) killed considerable cocci. Prontosil 
soluble had no bactericidal power in vitro but 
appears to work in vivo. Blood sera of rab- 
bits, mice, and monkeys after the administra- 
tion of sulfanilamide by mouth killed small 
inoculum of streptococci whereas they grow 
freely in normal serum. 

Long and Bliss’ confirmed the experiments 
of Colebrook as described above and they be- 
lieve that the mode of action is that the drug 
inhibits the growth of the organism and in- 
jures it in such a manner that it can be pha- 
gocytized by the white blood cells. They 
treated seventy patients with varied strepto- 
cocci infections with four deaths. One was a 
57 year old negro who died seven hours after 
treatment started ; two were cases of Ludwig’s 
angina wherein the patients died in twenty and 
thirty-five hours, respectively, after treatment 
began; and the fourth was a four months old 
infant who had received adequate treatment 
for twelve days when death occurred sud- 
denly. They believe that the total twenty-four 
hour dosage for prontosil, 2.5% solution, is 
1 cc. per pound up to 120 pounds and for 
prontylin three 5 gr. (1 gram) for each 
twenty pounds with a maximum dose of 5 
grams (fifteen 5 gr. tablets) which should be 
given in four doses divided every six hours. 

Paton and Eaton’ showed that sulfhemo- 
globinemia occurred more frequently in cases 
where magnesium sulfate is used simulta- 
neously and occasionally methemoglobinemia 
occurs. It takes sulfhemoglobinemia a long 
time to recover whereas methemoglobinemia 
recovers rapidly. Sulfhemoglobinemia should 
be treated by transfusions, glucose and saline, 
and methemoglobinemia by oxygen. 

Marshall and associates’ devised a method 
for determining para-amino-benzene-sulfona- 
mide concentration in the blood and urine, the 
technique of which I will not go into here. 
They found that in dogs the blood concentra- 
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tion does not mount more quickly or attain a 
higher level when the drug is given sub- 
cutaneously than by oral administration. In 
patients to whom are administered large 
daily divided doses, one hundred per cent can 
be recovered in the urine when equilibrium 
has been reached which is usually in two to 
three days. It is excreted more slowly in 
patients with impaired renal function. After 
oral administration it is found in smaller 
amounts in the cerebrospinal fluid than in the 
blood. 

Long and Bliss’ noted no renal irritation 
but found that the drug was excreted as rap- 
idly in patients with impaired renal function 
and should be more carefully watched in these 
individuals. 

Schwentker, Gelman, and Long” report ten 
cases of meningococcic meningitis and one of 
septicemia with this drug in which it was in- 
jected intraspinally in an .8% solution in a 
physiologic solution of sodium chloride also 
subcutaneously with results that are compar- 
able to specific antiserum. There was only 
one death and this patient had pneumonia 
also. 

Bohlman” reports successful results in the 
use of sulfanilamide in the treatment of three 
cases of gas gangrene; he thinks that the drug 
has some specific effect on the B. Welchii, but 
this is probably due to the effect that it has on 
the streptococci that are growing in symbiosis 
with the B. Welchii. 

Helmholtz” makes a comparison of mandelic 
acid with sulfanilamide for urinary infections 
and states that sulfanilamide is the drug of 
choice in the average urinary infection due to 
its tolerance and action. Mandelic acid is 
practically useless unless a hydrogen ion con- 
centration of 5.5 or less is maintained, and it 
is impossible to reach that acidity in a Proteus 
infection. Sulfanilamide acts best in an alka- 
line urine. In streptococci faecalis infections 
it is advisable to use mandelic acids. 

Walther” thinks that all urinary antiseptics 
still have their place and that it will take more 
study to determine which is best suited to each 
type of infection. 

It appears that sulfanilamide has been 
used in almost all types of infections with ex- 
ceedingly good results in some and little if any 
value in others. It has been used with all 
types of streptococci but is best with beta 
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hemolytic, staphylococcus, meningococcus, 
gonococcus, pneumococcus (best results with 
type III), typhoid bacillus, colon bacillus, 
bacillus Welchii and quite a number of others. 
It has also been used in two cases of quartan 
malaria” with a cessation of chills and fever 
and a disappearance of parasites from the 
blood. 

The toxic manifestations of this drug are: 
headache, dizziness, nausea, rarely vomiting, 
sulfhemoglobinemia, methemoglobinemia, 
agranulocytosis, hemolytic anemia, toxic optic 
neuritis, varied skin eruptions and dermatitis 
including purpuric and scarlatiniform erup- 
tions, photosensitization of the skin, specific 
febrile reactions and paraesthesias of the skin. 

I have collected from the literature 698 
cases of varied types of infections” with 37 
cases of reported toxic manifestations not 
counting headache, dizziness, nausea, sulf- 
hemoglobinemia or methemoglobinemia as 
the number of these cases is indefinite. This 
is an incidence of 5.3%. Were the other toxic 
manifestations enumerated I feel that the per- 
centage would run over eighty per cent as it 
did in my small series that I shall mention 
shortly. There has been one ~2ported death 
from the use of sulfanilamide (agranulocy- 
tosis), but had some of the toxic cases oc- 
curred to most of us in general practice rather 
than in the larger centers where they have 
every facility for coping with the emergency 
without delay I feel we might have had more 
fatalities. There have been a number of deaths 
from the use of elixir of sulfanilamide (Mas- 
sengill)” which appeared to be due not to the 
sulfanilamide but to the menstruum that was 
used as a solvent, namely diethylene glycol. 

I shall now go into some personal obser- 
vations on the use of the drug. I have col- 
lected a series of 42 cases as follows: gono- 
coccus infections, 25 ; incomplete abortion with 
infection, 3; pyelitis, 1; septic sore throat, 1; 
otitis media, 1; chronic ischiorectal abscess 
with colon bacillus infection, 1; puerperal in- 
fection, 1; erysipelas, 2; pneumonia with 
staphylococcus infection of foot and leg, 1; 
infantile gonococcus, 1; nonspecific vaginitis, 
3; posttyphoid streptococcus infection of the 
neck and face, 1. Of the gonorrhea cases 
there was one recurrence and one reinfection. 
With regard to the reinfection, I had heard 
through dame rumor that many were getting 
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cures using quite a bit less of the drug than I 
was using so I tried this with failure, but this 
patient promptly recovered using a sufficient 
amount of the drug. I employ 100 5-grain 
tablets as follows: four tablets every six hours 
for four doses; then three tablets four times a 
day, meal times and bedtime, for two days; 
then two tablets four times a day. I use with 
this a like amount of sodium bicarbonate as 
this seems to lessen the nausea, and as a pre- 
ventive for acidosis. One case was that of a 
woman 5 months pregnant with an associated 
chronic cervicitis from an old cervical lacera- 
tion. The amount of discharge was very little 
affected but there was an absence of gonococci 
in the smear, a cessation of vaginal irritation 
and the discharge changed from a creamy 
yellow to a white mucoid in appearance. In 
the gonorrhea cases, except for the first few, 
I took a white blood count and hemoglobin 
every two days after the first visit and in this 
series there was a drop of from 5% to 30%. 
In one of the earlier cases, before I was see- 
ing these patients every two days, I had ex- 
plained the possible toxic manifestations and 
warned the patient to stop treatment and re- 
turn to me immediately if such manifestations 
appeared. This was not done; he had fainted 
at least once every day for the three days but 
had continued taking the drug. When he came 
in, his temperature was 103.6°; red blood 
count, 3,100,000; white blood count, 4,000; 
hemoglobin 50%. I would have judged this 
individual to have had a hemoglobin of about 
100% at the outset. Needless to say, I was 
exceedingly worried for the next few days. 

One patient who developed a severe sulf- 
hemoglobinemia had a rise in the hemoglobin 
but two days after stopping the drug there 
was a drop of 20%. In the nonspecific vagi- 
nitis cases, there was a cessation of the dis- 
charge during the administration of the drug 
but an immediate recurrence after discontinu- 
ing the drug. In the pneumonia case, I used 
also antipneumococcic combined serum types 
I and II so am unable to say which produced 
the effect as the sputum was not typed. I do 
know that the drug had no effect on the as- 
sociated staphylococcus leg infection. 

One incomplete abortion patient took 60 gr. 
and became severely cyanotic with a respira- 
tion of 30 and appeared acutely ill. The drug 
was discontinued for forty-eight hours and 








then tried again, 20 gr. per day in divided 
doses with some return of cyanosis. In the 
case of ischiorectal abscess with colon bacil- 
lus, there was marked improvement but the 
drug had to be stopped twice due to severe 
cyanosis. 

In nearly all cases there was some headache, 
nausea and dizziness and in two cases with a 
past history of gastric disturbance the pa- 
tients complained severely of gastric discom- 
fort, one refusing to take the drug and the 
other finding it necessary to go to bed to 
continue it. 

We now have a new therapeutic agent of 
exceptional value but which has some danger- 
ous potentialities and must not be used in- 
discriminately without close observation of 
the patient. I believe that the drug will be im- 
proved and its dangers reduced so that it will 
be as superior to other drugs as the neoar- 
sphenamines are over salvarsan. 

I have drawn up the following plan which I 
think should be used in prescribing the drug: 

1. All doctors should acquaint their drug- 
gist with the dangers of the drug to discour- 
age counter-prescribing. 

2. The patient should be seen at least 
every 2 days, preferably every day, at which 
times the white blood count and hemoglobin 
should be taken; also the red blood count when 
indicated by the hemoglobin, or when there is 
too much discrepancy in the hemoglobin aid 
the appearance of the patient. 

3. The prescription should be nonrepetatur 
and should contain only enough drug to last 
until the patient is to return. 
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SALT SUBSTITUTE AIDS 
NEPHRITIS VICTIMS 

Considerable comfort and security may be 
gained for the occasional nephritic patient by 
substituting potassium chloride for salt, M. 
Herbert Barker, M. D., and Roger Robinson, 
M. D., Chicago, point out in The Journal of 
the American Medical Association for Nov. 
19. 

Careful clinical and metabolic studies of 
fifteen patients with long-standing advanced 
renal disease have shown marked elevations 
of blood pressure, decreases of renal func- 
tion and associated symptoms in nine cases 
whenever sodium chloride was _ ingested. 
The many sources of sodium chloride in com- 
mon foods that the salt-hungry patient will 
naturally select when he is on a salt-free diet 
renders true restriction of sodium chloride 
difficult. 

When a patient is forced to go on a low pro- 
tein diet he gives up not only protein but the 
phosphate and sulfate ions of the meat that 
play an important role in the fluid balance of 
his body. This factor is important in the di- 
uretic (increased urinary output) effect of the 
high-protein diet frequently given the nephro- 
tic (structural disease change of the liver) 
patient. The chronic nephritic patient is also 
readily upset by changes in his mineral intake, 
apparently because of poor mineral metabolism 
or clearance. 

Since the low protein diet leaves the patient 
chiefly fruits and vegetables, which supply 
base in great excess, the need for nontoxic, 
nonthreshold neutralizing acid elements may 
be desirable. Ammonium sulfate has been the 
most helpful of the substances used. The pa- 
tient who is required to take a low protein, 
salt-free diet is not only kept in a better state 
of urea clearance, circulation and fluid bal- 


ance, but the addition of ammonium sulfate 
may permit the taking of small amounts of 
salt, which renders the diet more palatable. 
Further, it may cover the sodium chloride, 
that most certainly will creep into one’s food 
with the disastrous effects demonstrated. 





KIDNEYS AND RISKS OF 
PREGNANCY 

It is believed that toxemia (accumulation 
of poisonous substances in the blood) of 
pregnancy will not develop if the function of 
the kidney is not impaired. 

In stating this belief F. L. McPhail, M.D., 
Great Falls, Mont., in The Journal of the 
American Medical Association for Nov. 19, 
describes a method of treatment developed in 
connection with studies on water balance, acid- 
base equilibrium, kidney function and shifts 
in body water. When the burden of fetal 
excretion is added without a sufficient increase 
in fluid intake there may be a retention of 
urinary waste. 

The treatment of mild toxemia is simple 
and its progress may be averted. The success 
of the treatment depends on the cooperation 
of the patient. The taking of fluids is forced. 
A neutral diet is prescribed. As sodium is a 
predisposing cause of swelling due to the re- 
tention of fluids by the tissues of the body, 
foods having a low sodium content are chosen, 
and for the same reason sodium chloride and 
sodium bicarbonate are eliminated. 

Severe nonconvulsive toxemia is treated in 
a similar manner. The patient should be ob- 
served more closely, because of the severity of 
the symptoms. Hospital care is of great value. 
In the case of the convulsive toxemias, fluids 
cannot be given by mouth but must be given 
through a vein or under the skin. 
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PRE-CONVENTION MEETING 

The Pre-Convention Meeting of the Florida 
Medical Association will be held Sunday, 
January 29, 1939 at the Roosevelt Hotel, 
Jacksonville. The Association’s Committee 
on Scientific Work will meet at 9 a.m. All 
members of this committee are urged to be 
present promptly at the time set. The Com- 
mittee will review applications received for 
places on the program of the Sixty-sixth An- 
nual Meeting, to be held in May at Daytona 
Beach, and also arrange for the scientific 
programs of the six medical district meetings, 
to be held during 1939. Dr. Walter C. Jones, 
chairman, is anxious to have every member of 
his committee present at 9 a. m., as the work 
of preparing these programs will require more 
time than in previous years. 

The Executive Committee of the Associa- 
tion will meet at 11 a.m. Invitations for the 
1940 annual meeting of the Florida Medical 
Association will be considered, as required in 
the By-Laws. After due consideration, the 
Executive Committee at this meeting will 
recommend the place most desirable at that 
time, to the House of Delegates at its first 
regular meeting, for approval. In the event 
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there is no invitation, the Executive Com- 
mittee will recommend the place most desir- 
able. Dr. Gilbert S. Osincup, chairman, re- 
quests that every member of the Executive 
Committee be present at 11 a.m., in order 
that all the items of business may be trans- 
acted before the luncheon meeting. 

A number of the Association’s other stand- 
ing coninittees will hold meetings Sunday 
forenoon. The members of such committees 
will receive personal notices from their chair- 
men. 

The annual meeting of the Council will be 
held prior to the luncheon, scheduled for 12 :30 
p. m., Sunday, January 29, 1939, at the Roose- 
velt Hotel, Jacksonville. Councilors’ reports 
will be read and turned in for publication in 
the Association’s Journal. Each councilor is 
requested to be present and read his annual 
report. Councilors who find it impossible to 
attend this annual meeting are requested to 
forward their reports to Dr. Harrison A. 
Walker, chairman of the Council, P. O. Box 
1018, Jacksonville. At this meeting the dates 
will be set for the annual meetings in the six 
medical districts. In order that there may be 
no conflict in the dates of these annual medical 
district meetings, each councilor is requested 
to investigate local conditions and be prepared 
to select the date most suitable to the doctors 
in his district. 

Chapter VII, Section 21 requires each com- 
mittee to have a report of its activities to 
submit at the annual Pre-Convention Meeting 
and to make its final report to the House of 
Delegates at its first annual session. Com- 
mittee chairmen are not required to hand in 
typewritten reports at the Pre-Convention 
Meeting, since their completed reports for the 
year will be turned in at the meeting of the 
House of Delegates next May. Chairmen of 
all regular committees are requested to notify 
the members of their committees, in case they 
deem it advisable to have a meeting Sunday 
forenoon, January 29 in Jacksonville. 

The general session of the Pre-Convention 
Meeting will convene at 12:30 p. m., Sunday, 
January 29. All members of the State Medi- 
cal Association are cordially invited to be 
present on this occasion. 
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THE CULPABILITY FOR DELAY IN 
THE TREATMENT OF 
CANCER CASES 

Under the above title there appeared in the 
July 1938 issue of the American Journal of 
Cancer a statistical study of 1,000 cancer 
cases. The authors, Drs. George T. Pack 
and James S. Gallo, selected the cases at ran- 
dom from patients applying for treatment at 
the Memorial Hospital of New York City and 
the Lindrim Tumor Clinic of Paterson Gen- 
eral Hospital, New Jersey. They considered 
as culpability on the part of the patient, de- 
lay of more than three months between onset 
or discovery of symptoms and first consult- 
ing a physician; or failure to accept the physi- 
cian’s advice so that the elapsed time from 
onset to the first visit at the cancer clinic was 
greater than three months. Culpability on the 
part of the physician was considered under the 
following headings: wrong treatment, wrong 
advice, no treatment, and no advice, accept- 
able treatment but delay in referring when no 
improvement resulted and inability to diagnose 
within one month. 

The following tables of the authors speak 
for themselves, showing the occurrence of un- 
reasonable delay and to whom it was due. 
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Taste ITA 
Responsibility for Delay: The Group as a Whole 
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Responsibility Number cent 





i eae 1,000 100.0 
(i) Patient alone.......... 443 44.3 62.3 
(2) Patient and physician.. 180 18.0 al 
(3) Physician alone........ 170 17.0 
CO eee 207 20.7 








*Based on the 940 cases in which a physician was con- 
sulted. 


The following table studies the type of 


criticism in those cases in which the physi- 


cian erred. 
TABLE VI 
Type of Criticism of Physician in Relation to Cases 
of Criticism Only and to the Total 940 Cases in 
which a Physician was Consulted 

















Cases of Per cent 
Type of Criticism = — 
Num- Per | Total 
ber cent 
Sen earner ee 350° 100.0 100.0 
(1) Wrong treatment...... 161 46.0 17.1 
(2) Wrong advice......... 38 10.9 4.0 
(3) No treatment and no 
are 104 29.7 GB | 
(4) Treatment, but referred 
later than a month...... 21 6.0 2.2 
(5) Inability to diagnose 
within amonth......... 26 7.4 28 














*These 350 cases of criticism represent 37.2 per cent 
of the 940 cases in which a physician was consulted. 


The message of Doctors Pack and Gallo is 
summarized in their remark: “Upon proper 


TaBLe IB 
Responsibility for Delay in Certain Types of Cancer 























- ates Breast Cervix Skin Stomach 
t 
sanenieid Number Per cent Number Percent Number Per cent Number Per cent 
\ ee Rs 246 ~=100.0 141 100.0 122 100.0 37 100.0 
Patient alone....... 140 56.9 63.0 68 48.2 60.3 51 41.8 83.6 15 40.5 62.2 
Patient and physician 15 6.1 gis, 617 12.1 249) 51 41.8 60.7° 8 21.6 50.0° 
Physician.......... 34 13.8 18 12.8 14 11.5 9 24.3 
ae 57 23.2 38 26.9 6 4.9 5 13.5 
- , Rectum Tonsil Tongue Larynx (Extrinsic) 
ibilit 
escent Number Percent Number Per cent Number Per cent Number Percent 
| nee 42 100.0 41 100.0 40 100.0 39 100.0 
Te 19 45.2 71.4 10 24.4 34.1 8 20.0 525. 18 46.2 487 
oe and physician . ee 42.5° a pA t 39.0° 13 72 46.2' axe 25.0° 
i 14. e 29. 5 a : 
oO 6 14.3 15 36.6 14 35.0 12 30.8 




















*Based on 225 cases in which a physician was consulted. 7A physician was consulted by all patients with cancer 
of the cervix. *Based on 107 cases in which a physician was consulted. 
*A physician was consulted in all cases of cancer of the tonsil. ‘Based on 39 cases. 


‘Based on 34 cases. ‘Based on 40 cases. 


*Based on 36 cases. 
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diagnosis and adequate early care depends the 
successful outcome of many cases of cancer, 
such as come to us now in a hopelessly in- 
operable stage.” 

It is our duty to educate our patients to 
consult us without undue delay and then to see 
that the patient does not suffer delay at our 
hands. Only by so doing can the appalling 
death rate from cancer be attacked. 





HAVEN EMERSON SAYS STATE 
MEDICINE WON’T WORK 


The productive success of preventive medi- 
cine through government gives no assurance 
that curative medicine under government con- 
trol would be equally successful, Haven Emer- 
son, M.D., New York, declared recently in the 
opening address before the Columbia Uni- 
versity College of Physicians and Surgeons, 
The Journal of the American Medical Asso- 
ciation for Nov. 26 reports. 

Medicine, Dr. Emerson said, whether cura- 
tive or preventive, has more to contribute than 
it has ever been able to deliver in the past, and 
by wise organization certain still greater bene- 
fits may be assured; but to reason from the 
productive success of preventive medicine 
through government for social ends that diag- 
nosis and treatment of the individual medical 
and surgical patient by or under the profes- 
sional and financial control of government 
would similarly advance social ends or the 
quality of medical care, or reduce its cost, is 
not only questionable but on its recorded per- 
formance elsewhere is at least improbable. 

It is well to pause a moment before form- 
ing a fixed opinion or committing ourselves 
irrevocably to a repetition of the blunders and 
complexities which have arrested the progress 
of medicine in some other lands and consider 
the eminence of our own present health status. 
Certainly no 130,000,000 people under one 
government or federation of states, and no 
aggregation of populations representative of 
such different races or distributed so widely 
under varied conditions of climate, occupation 
and economic status have in the recorded his- 
tory of man enjoyed such relative certainty as 
our people of the United States do today in 
the survival of their offspring in infancy and 
childhood, or have experienced so low an in- 
cidence of the communicable diseases or so 
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high an average level of life expectancy. And 
yet in the most recent official declaration from 
technical committees and interdepartmental 
boards in Washington we read that “pre- 
ventive health services for the nation as a 
whole are grossly insufficient.” 





EXHIBIT SYMPOSIUM ON 
HEART DISEASE 

An exhibit symposium on heart disease has 
been arranged for the Scientific Exhibit at the 
St. Louis session of the American Medical 
Association, May 15-19, 1939, The Journal 
of the American Medical Association for Nov. 
26 announces. 

The symposium will be presented with the 
cooperation of the American Heart Associa- 
tion, under the auspices of a committee headed 
by Dr. Thomas M. McMillan, 2044 Locust 
Street, Philadelphia. 





MEDICINE DECIDES 


Assembled in an emergency session at 
Chicago, the House of Delegates of the Amer- 
ican Medical Association has declared its un- 
compromising opposition to compulsory sick- 
ness insurance. By far the great majority of 
the 110,000 physician-members of the Asso- 
ciation will concur unreservedly in this stand. 

The profession’s knowledge of the problem 
of medical care is based on many years of 
firsthand experience, not on a few superficial 
surveys and statistical tables which do not 
truly represent the prevailing state of affairs. 
Having observed the debasing effects of po- 
litical control on medical service in many 
European countries, it is loath to see a similar 
system introduced here. It stands firm on the 
stand that quality, rather than quantity must 
be the aim of any acceptable medical program, 
and that it is folly to abandon a method of 
providing medical care which has reduced the 
morbidity and mortality rates of this country 
to an enviable level and is yearly driving them 
lower. 

This does not mean that organized medicine 
underestimates the desirability of wisely con- 
ceived governmental health projects. The A. 
M. A. approves the extension of public health 
services, but believes they should be organized 
and administered by local units of government, 
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in accordance with local requirements. The 
role of the Federal government should be 
limited, wherever possible to the provision of 
financial and technical aid. 

To bolster up unfounded charges of Tory- 
ism in medicine, the advocates of compulsory 
sickness insurance frequently charge that the 
profession is opposed to such valuable inno- 
vations as group hospitalization insurance. 
The House of Delegates spikes such misrep- 
resentations by endorsing hospital service in- 
surance and voluntary indemnity plans to 
cover the costs of emergent and prolonged 
illnesses. 

While emphasizing the role of local govern- 
mental units in public health work, the profes- 
sion is alive to the desirability and need for 
Federal efforts in this field. The A. M. A. 
therefore urges the creation of a Federal De- 
partment of Health with a physician-secretary 
at its head who shall be a member of the Pres- 
ident’s Cabinet. Such a department could do 
valuable work in planning and coordinating 
national health activities and could remove 
much needless misunderstanding and friction 
between Washington and the medical profes- 
sion. N.Y. State J. M. 





NEW COUNTY MEDICAL SOCIETY 

For a year or more the doctors in Franklin 
and Gulf Counties have been contemplating 
the organization of a new county medical so- 
ciety. These two counties are too far re- 
moved from any other county medical so- 
ciety for the doctors to attend meetings con- 
veniently. There is a county health unit for 
Franklin and Gulf Counties and the doctors 
there feel that they need a local medical so- 
ciety, in order to cooperate properly. 

On Tuesday, November 22, Dr. N. A. 
Baltzell, councilor for district number two, 
and Stewart Thompson, managing director of 
the Association, met in Apalachicola with the 
local doctors. Doctor Baltzell was elected 
temporary chairman and outlined the purpose 
of the meeting. The following officers were 
elected: Dr. Chapman Dykes of Carrabelle, 
president; Dr. A. E. Conter of Apalachicola, 
vice-president ; and Dr. A. L. Ward of Port 
St. Joe, secretary-treasurer. A constitution 
and by-laws were adopted, patterned after the 
form prepared by the A. M. A. A formal 
application was signed by the following 
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charter members: Drs. William H. Ball, Apa- 
lachicola; L. H. Bartee, Port St. Joe; August 
E. Conter, Apalachicola; Chapman Dykes, 
Carrabelle; Thomas Meriwether, Wewahitch- 
ka; J. R. Norton, Port St. Joe; and A. L. 
Ward, Port St. Joe. 

Three of the signers are already members 
of the State Association and have requested 
transfers from their respective county medical 
societies: Dr. W. H. Ball, Hillsborough 
County Medical Society; Drs. A. E. Conter 
and Chapman Dykes, Leon-Gadsden-Liberty- 
Wakulla-Jefferson County Medical Society. 
Doctor Ball is director of the new county 
health unit and at the request of the local 
doctors, was quite active in preparing for the 
organization meeting. In the application for 
a charter, the Executive Committee of the 
State Association was requested to approve 
the organization of this new county medical 
society and allow its members to pay 1938 
dues and function as the Franklin-Gulf 
County Medical Society until next May, when 
the House of Delegates will be asked to issue 
a charter. 

The second meeting of the new medical so- 
ciety was held Friday, November 25, at Apa- 
lachicola, for the purpose of electing three 
censors and arranging for the time and place 
of regular meetings. 

Mimeographed copies of the proposed fee 
schedule were put into the hands of all the 
members and a special meeting will be ar- 
ranged at an early date for the adoption of a 
fee schedule to be used in connection with the 
Workmen’s Compensation Act. This new 
medical society will bring together at regular 
intervals the doctors in Franklin and Gulf 
Counties and should be of great value not only 
to the doctors themselves, but to the citizens 
of the counties. 





TERMINATION OF THE FLORIDA 
MIDLAND MEDICAL SOCIETY 

At the suggestion of Dr. W. C. McConnell, 
president of the Florida Midland Medical So- 
ciety, the “last minutes’’ of the society are re- 
produced. After twenty-two years of scientific 
work the members of the Florida Midland 
Medical Society may well feel that their pur- 
poses have been accomplished—the advance- 
ment of scientific work throughout the district 
and the development of good fellowship 
among the medical practitioners. 
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The State Medical Association’s Southwest 
Medical District is almost identical with the 
territory covered by the Florida Midland Med- 
ical Society. This medical district is a sec- 
tional part of the State Association and under 
the supervision of the councilors. This inde- 
pendent society, composed of members of the 
State Association, has made a real contribu- 
tion to the medical profession in the state. The 
sterling qualities of the doctors in this district 
are now evidenced by their recent action in 
officially disbanding the Florida Midland Med- 
ical Society and offering their full coopera- 
tion to the State Association, in developing 
the Southwest Medical District. Too much 
praise cannot be given to these fine doctors 
who have been so active for twenty-two years 
in their efforts to advance medical science and, 
at this crucial moment, are able to visualize 
the importance of cooperating and lending 
their loyalty to the State Association of which 
its members form a part. 


MINUTES 


The first entry in the original minute book of the 
Florida Midland Medical Society reads: “On the first 
Tuesday in January, Nineteen Hundred Sixteen, the 
following physicians met at the City Hall, Bartow, Fla., 
and organized the Tri-County Medical Society, com- 
prising the counties of Polk, DeSoto and Lee.” 
Twenty-six names comprised the roster and the follow- 
ing officers were elected: Dr. J. E. Brecht, Fort Myers, 
President; Dr. S. F. Smith, Lakeland, Vice-President ; 
Dr. H. P. Newman, Bartow, Secretary. The Council- 
lors were: Drs. W. R. Groover of Polk, J. A. Simmons 
of DeSoto and G. E. Henry of Lee County. Other 
meetings were held in April and July of 1916. 

At the meeting of September 10, 1918, resolutions 
were introduced to change the name of the organiza- 
tion to the Florida Midland Medical Society and giving 
as its object “to unite the ethical medical and dental pro- 
fessions of the central part of Florida into a working 
society.” These were adopted at Arcadia, January 4, 


The minutes record no meetings between October 24, 
1923, and May 4, 1927, and between October 25, 1934, 
and October 27, 1936. Since the last date, meetings 
have been held twice a year until the untimely death of 
our late Secretary, Dr. B. H. Sanchez of Plant City 
made completion of a satisfactory program improbable. 
The President felt it better to cancel the intended 
October, 1938, meeting at Sebring than to have one 
that might detract from the enviable record of the 
Society. 

At about this time, District D of the Florida Medical 
Association held its second annual meeting at Braden- 
ton. Since the two organizations cover the same ter- 
ritory, several members suggested a merger of them. 

The President felt that his office did not empower 
him to make such a decision and distributed question- 
naires to members. Replies confirm the opinion that 
the Society has completed its task after twenty-two 
years of scientific advancement and now casts its bur- 
den on youth, christened “District D” by its parent, 
the Florida Medical Association. However, a great 
number of replies indicate the desire to perpetuate the 
name of the Florida Midland Medical Society on a re- 
tired status in the form of a midsummer social get- 
together assembly for members and their families. 
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The idea of having a symposium at this meeting was 
deleted so often, it seems to be the wish of most mem- 
bers to have a purely social function once a year. 

Dr. C. W. Larrabee of Bradenton extends an invi- 
tation to meet for a fish fry next summer at Larrahurst 
on Devil’s Elbow. 





MEDICAL DISTRICT MEETING—E 
Eustis, November 10 

The second annual meeting of the South 
Central Medical District was held at Eustis 
on Thursday, at 3 p. m. with the Lake 
County Medical Center as headquarters. There 
was a total registration of 70. Of this num- 
ber, 50 were Association members (from this 
district, 43); 5 were visitors; and 15 were 
ladies. 

Notwithstanding a rainy afternoon, the 
meeting was well attended. It was an un- 
usual treat to meet in the Medical Center, in- 
stead of a hotel. The Lake County Medical 
Center is a great institution in the making. 
The local doctors, who have full control, are 
developing the various units as rapidly as pos- 
sible. The members and guests who attended 
this meeting enjoyed the privilege of an offi- 
cial inspection and the opportunity to observe 
what has already been accomplished in or- 
ganizing and equipping this medical center. 
While the official sessions were held the 
visiting doctors’ wives were entertained by 
the wives of the local doctors. In the evening 
the doctors, their wives and guests were served 
in the large dining room. The main item was 
roast turkey, with the usual trimmings. This 
splendid course dinner was served by the 
young ladies of the Presbyterian Church choir. 
The excellent service rendered by these effi- 
cient young ladies gave the bountiful dinner a 
pleasing reception. A number of vocal and 
whistling solos and violin music were rendered 
by imported talent. At the close of the dinner, 
Doctor W. C. Page of Cocoa called on Doctor 
Spiers as the first speaker. Doctor Will L. 
Wood of Mount Dora introduced the guest 
speaker, Doctor William Perrin Nicolson, Jr., 
of Atlanta. Doctor Nicolson presented a paper 
on “Cancer of the Breast, Its Diagnosis and 
Management,” which was illustrated with 
slides. 

At 3:15 p. m. the meeting was called to 
order by Dr. W. C. Page, junior councilor. 
Doctor Page announced that a wire and letter 
had been received from Dr. H. D. Clark of 
Ft. Pierce, senior councilor, to the effect that 
he would be unable to attend the meeting on 
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account of sickness. On motion by Dr. Ed- 
ward Jelks of Jacksonville, the junior coun- 
cilor was instructed to write a letter of 
sympathy to Doctor Clark. 

The address of welcome was given by Dr. 
W. G. DeVane of Groveland, on behalf of the 
Lake County Medical Society. Dr. Shaler 
Richardson of Jacksonville, secretary-treas- 
urer and editor of the Journal, outlined briefly 
the work in the Association’s home office, 
publication of the Journal, and other activities 
in connection with the office. At the close, 
Doctor Richardson brought some firsthand in- 
formation from the special, called meeting 
of the A. M. A. House of Delegates, held in 
September in Chicago, which he attended. A 
wire was received from Dr. Harrison A. 
Walker of Miami Beach, chairman of the 
Council, regretting his inability to attend the 
meeting. Dr. Meredith Mallory of Orlando, 
the Association’s delegate to the A. M. A. 
House of Delegates, read an official report of 
the special, called meeting in Chicago. This 
report will appear in an early number of the 
Florida Medical Journal. Dr. Leigh F. Rob- 
inson of Ft. Lauderdale, president-elect of the 
State Association, was recognized and made 
a few remarks. 

Dr. Gilbert S. Osincup of Orlando, chair- 
man of the Executive Committee of the State 
Association, reported on the called meeting of 
the A. M. A. House of Delegates, emphasized 
the importance of each county medical society 
adopting a legal constitution and by-laws, and 
also reviewed the reasons for a fee schedule 
in connection with the Workmen’s Compensa- 
tion Act. Dr. J. R. Chappell of Orlando, 
chairman of the Association’s Committee on 
Medical Education and Hospitals, made a 
brief report. Dr. John S. McEwan of Or- 
lando, past president, 1925, was then recog- 
nized by the Chair and, in his remarks, made 
the statement that the medical district meet- 
ings mean more in many ways than the annual 
state meeting of the Association. He said the 
smaller meetings are more informal and there 
is a better opportunity for the doctors to dis- 
cuss their problems and learn of the activities 
of the Association. Dr. Edward Jelks of Jack- 
sonville, past president, 1937, was recognized, 
and his ready wit drew the usual applause. 
Dr. Eugene G. Peek of Ocala, vice-president 
oi the State Association, stated that the medi- 
cal district meetings gave a better opportunity 
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for the doctors to rub shoulders with one an- 
other than any other meetings he attends. Dr. 
J. Ralston Wells of Daytona Beach, vice-pres- 
ident of the Association, spoke briefly. 

The next order of business was the selection 
of a meeting place for 1939. An invitation to 
meet at Sanford with the Seminole County 
Medical Society was presented by Dr. Thomas 
F. McDaniel of Sanford. A vote was taken 
and Sanford was unanimously selected. After 
announcements by Dr. W. L. Ashton of 
Umatilla, a short recess was taken. 

The scientific session was called to order 
by Dr. W. C. Page of Cocoa, at the official 
time set on the program, 4:30 p.m. The first 
essayist was Dr. L. L. Whiddon of Ft. Pierce, 
who read a paper on “Practical Odds and 
Ends.” The second paper was by Dr. William 
O. Fowler of Orlando, on “Artificial Pneumo- 
thorax, Its Technique, Value and Usage.” 
The third paper, by Dr. T. C. Kenaston of 
Cocoa, was entitled “Coronary Thrombosis in 
General Practice.’ Dr. T. M. Rivers of 
Kissimmee presented the fourth paper, on 
“The Relation of the Sympathetic Nervous 
System to Health and Longevity.” The pa- 
pers were well presented and drew interested 
discussion from the listeners. 

Doctor W. Henry Spiers, the Association’s 
president, was unavoidably late in arriving at 
Eustis, and he was heard at the close of the 
scientific session, instead of at the time sched- 
uled on the program. Doctor Spiers reviewed 
the legislative program and other matters of 
interest in the activities of the Association 
throughout the state. 


REGISTRATION—DISTRICT E 


Officers: W. C. Page, Cocoa, Junior Councilor; 
Stewart Thompson, Jacksonville, Managing Director. 


Apopka: T. E. McBride. Clermont: E. M. Coleman. 
Cocoa: T. C. Kenaston. Daytona Beach: J. Ralston 
Wells. 


Eustis: L. R. Bowen, M. M. Hannum, C. M. Tyre, 
R. H. Williams. Fort Lauderdale: Leigh F. Robinson. 
Fort Pierce: F. A. Gowdy, A. M. Sample, L. L. 
Whiddon. 

Groveland: W. G. DeVane. Jacksonville: Edward 
Jelks, Shaler Richardson. Kissimmee: T. M. Rivers. 
Lakeland: Herman Watson. Leesburg: Clyde F. Bowie, 
Leroy Oetjen. 

Melbourne: I. M. Hay. Mount Dora: H. T. Fenn, 
a L. Wood. Ocala: Eugene G. Peek, E. Lawrence 

cott. 


Orlando: H. M. Beardall, Russell B. Carson, J. R. 
Chappell, W. O. Fowler, Frank H. Harms, Hewitt 
Johnston, Duncan McEwan, John S. McEwan, Mere- 
dith Mallory, W. S. Mitchell, Louis M. Orr, Gilbert 
S. Osincup, Don C. Robertson, W. Henry Spiers. 
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Sanford: J. T. Denton, Wade H. Garner, T. F. 
McDaniel, C. M. Mitchell. Stuart: V. W. Burns, J. D. 
Parker. Tavares: Terry Bird, S. C. Colley, Oliver 
Emerson. Umatilla: W. L. Ashton. Wéinter Park: 
Arthur McGugan. 


Visitors—Eustis: C. J. Reilly. Orlando: Gerhard 
A. Brecher. Birmingham, Ala.: S. Ralph Terhune. 
Atlanta, Ga.: William P. Nicolson. 


Woman’s AuxiLtiary—Eustis: Mrs. L. R. Bowen, 
Mrs. M. M. Hannum, Mrs. C. J. Reilly, Mrs J. L. 
Roby, Mrs. C. M Tyre Fort Lauderdale: Mrs. Leigh 
F. Robinson. Groveland: Mrs. W. G. DeVane. 


Kissimmee: Mrs. T. M. Rivers. Leesburg: Mrs. L. 
H. Oetjen. Mount Dora: Mrs. Will L. Wood. Orlando: 
Mrs. W. O. Fowler, Mrs. L. C. Ingram, Mrs J. A. 
Pines. Tavares: Mrs. S. C Colley Umatilla: Mrs. 
W. L. Ashton. 





STATE NEWS ITEMS 


The regular quarterly meeting of the 
Florida Society of Dermatology and Syphil- 
ology was held at the Duval County Hospital, 
Jacksonville, Sunday, November 20. 


After an interesting clinic and discussion of 
cases, Dr. Phillip Nippert of Atlanta showed 
some interesting color lantern slides of vari- 
ous dermatoses. Dr. J. L. Kirby-Smith was 
chairman of the scientific meeting. President 
Chadbourne Andrews took charge of the busi- 
ness meeting, and officers for the ensuing year 
were elected. Dr. Elmo D. French was elected 
president, and Dr. Lauren M. Sompayrac was 
re-elected secretary. The next meeting is to be 
held in Tampa in the spring. 

Guests of the Society were Drs. Rothwell 
Lefholz of Miami, Francis Copp of Jackson- 
ville, Phillip Nippert of Atlanta and Horace 
B. Frost of Chicago. 


* *« * 


Dr. and Mrs. P. H. Guinand of Clearwater 
returned November 5 from a_five-weeks 
cruise to Caribbean and South American ports. 


* * * 


Dr. Albert C. Kirk of Sanford was recently 
named full-time physician for the City of Or- 
lando. He succeeds Dr. Claude Anderson, 
who has been serving as part-time City Phy- 
sician. 

* * * 

Dr. M. W. Spearman of Lake City an- 
nounces the removal of his office to the corner 
of Columbia and DeSoto Streets, on the 
ground floor. 
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LAKE COUNTY MEDICAL CENTER 


The Lake County Medical Center at Eustis, 
owned and operated by members of the Lake 
County Medical Society, was formally opened 
on Sunday, November 6. Although in oper- 
ation since July 1, the opening was delayed 
until northern friends had the opportunity to 
visit and acquaint themselves more thoroughly 
with this splendid institution. 

An interesting program featured the event. 
Among the speakers were: Dr. W. Henry 
Spiers of Orlando, president of the Florida 
Medical Association; Senators C. O. Andrews 
and Claude Pepper; and Mayor Gaylord of 
Eustis. 

Lake County can well be proud of this 
hospital, which began in Umatilla in 1933 
with only 12 beds and skeleton equipment. 
With the cooperation of the citizens of the 
county and many friends from the North, the 
institution has grown with mushroom rapid- 
ity to its present 50 beds. The surgical, ob- 
stetrical, laboratory, dietary and general divi- 
sions of the hospital are said to be as modern 
and well equipped as any hospital of its size 
in the United States. It has the recognition 
of the American Medical Association, the 
American College of Surgeons and the Ameri- 
can Hospital Association. 

The Medical Center is now housed in a sec- 
tion of the Fountain Inn Building, which has 
been completely renovated and remodeled. 
This new home was made possible through the 
very generous gift of the late Frank D. 
Waterman who donated $145,000 worth of 
bonds on the Fountain Inn building to the 
Lake County Medical Center, consisting of 
ten stockholders, all members of the Lake 
County Medical Society. The building oc- 
cupies an entire block in the heart of the Eustis 
business section. It was erected in 1922 at a 
cost of $450,000. The four-story building 
contained furniture and fixtures valued at ap- 
proximately $50,000. The 165 rooms were 
all furnished and, besides a number of baths, 
there were elevators, a large dining room, 
kitchen, lounge and landscaped approach. 

On the first floor of the structure provision 
is made for 18 stores, most of which are al- 
ready rented to various business firms. The 
rent from these concessions goes to the Lake 
County Medical Center which is to be operat- 
ed on the sanatorium plan, with one wing for 
surgical cases and the balance for medical 
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cases. The doctors of the Lake County Med- 
ical Society are justly proud of their new 
possession and have already made splendid 
headway in furnishing and equipping this 
huge building for the care of the sick. 

oes = 


Dr. and Mrs. W. H. McCullagh of Jack- 
sonville announce the birth of a son, William 
Henry, on November 12. 

:. 


Dr. Paul H. Martin of Jacksonville will be 
associated with Dr. F. L. Fort and Dr. J. F. 
Lovejoy, with offices in the Medical Arts 
Building. Doctor Martin has resumed prac- 
tice in Jacksonville after two years of special- 
izing in bone and joint surgery in Memphis, 
Tenn. He will confine his work to this spe- 
cialty. 

x ok Ox 

Florida doctors who attended the Thirty- 
second Annual Session of the Southern Medi- 
cal Association in Oklahoma City in Novem- 
ber are as follows: W. P. Adamson and C. A. 
Andrews, Tampa; James L. Borland, Jack- 
sonville; Herbert L. Bryans, Pensacola; 
Joseph L. Chilli, Jacksonville; Elmo D. 
French, Miami; Gordon H. Ira, John F. 
Lovejoy, J. G. Lyerly, and A. B. McCreary, 
Jacksonville; Louis M. Orr, II, Orlando; 
Naboth O. Pearce, Miami Beach; J. H. Pier- 
pont, Pensacola; J. E. Rose, Crescent City; 
H. Mason Smith, Tampa; W. Henry Spiers, 
Orlando; and Frank M. Woods, Miami. 

= * 


Dr. Lucien Y. Dyrenforth of Jacksonville 
was recently made chairman of the Commit- 
tee on the Biological Sciences, Florida Acade- 
my of Sciences, at the meeting at Winter 
Park. 

* * *K 

Dr. J. R. Jeffrey of Miami Springs, return- 
ed recently from a five-months’ trip. He spent 
two weeks at Mayo Clinic, Rochester, six 
weeks at Cook County Hospital, Chicago, and 
three months at Battle Creek, Mich. 

* 2. @ 

Dr. Marion B. O’Kelley of Leesburg and 
Miss Barbara Davis Hoffman of Washington, 
D. C., were married on November 4. 

es. * 

Dr. and Mrs. Don C. Robertson of Orlando 
announce the birth of a daughter, Dorothy 
Louise, on July 21, 1938, in Orange General 
Hospital. 


VotumME XXV 
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Dr. and Mrs. W. S. Mitchell of Orlando 
announce the birth of a daughter, Florence 
Gay, on November 2. 

x *k * 

Dr. M. B. Marks of Miami Beach was dele- 
gate from the University of Illinois College of 
Medicine at the impressive installation of the 
University of Florida Chapter of the honorary 
scientific society of Sigma Xi at Gainesville 
on October 28. 

* ++ * 

The series of weekly radio programs by the 
American Medical Association and the Na- 
tional Broadcasting Company began Wednes- 
day, October 19, and will run consecutively 
for thirty-six weeks. The program is broad- 
cast over the Blue network of the National 
Broadcasting Company each Wednesday at 
2p.m.,e.s.t. Beginning with the New Year, 
the dramas will deal for four weeks with the 
general subject “Dodging Contagious Dis- 
eases.” The weekly topics will be “Only a 
Cold!’ ; “Scarlet Fever, Measles, and Whoop- 
ing Cough” ; “Smallpox and Diphtheria” ; and 
“Preventing Epidemics.” 

* ok Ox 
FLORIDA CRIPPLED CHILDREN’S COMMISSION 
SEEKS MEDICAL DIRECTOR 

The services of an executive medical di- 
rector are being sought by the Florida Crippled 
Children’s Commission. He must have had 
two years’ experience in public health work 
or two years in pediatrics. The salary will be 
$4,200 annually, plus adequate traveling ex- 
penses. Interested physicians should file their 
applications by December 15 with Mr. James 
Messer, Sr., Chairman of the Florida Crippled 
Children’s Commission, Tallahassee, Florida. 

. + « 

Dr. Edward Jelks of Jacksonville was elect- 
ed chairman of the Technical Advisory Com- 
mittee to the Florida Crippled Children’s 
Commission at a meeting held in Jacksonville, 
December 1. 

Other physicians on the Technical Advisory 
Committee are Dr. T. H. Bates, Lake City; 
Dr. Herbert L. Bryans, Pensacola; Dr. R. H. 
Knowlton, St. Petersburg; Dr. Warren Quil-, 
lian, Coral Gables; Dr. W. Henry Spiers, 
Orlando; ex officio member, Dr. F. L. Fort, 
Jacksonville. Two doctors are members of 
the Florida Crippled Children’s Commission : 
Dr. S. C. Colley, Tavares, and Dr. Eugene G. 
Peek, Ocala. These two doctors are also ex- 
officio members of the Technical Advisory 
Comunittee. 
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COMPONENT COUNTY SOCIETIES 


ESCAMBIA COUNTY MEDICAL SOCIETY 
The Escambia County Medical Society, 
with a membership of 44, has reported 100% 
of 1938 dues. Congratulations! 


* *K 


MADISON COUNTY MEDICAL SOCIETY 
The Madison County Medical Society is on 
the Honor Roll of 100% paid societies. It is 
the twentieth society to gain this distinction. 


* 7K * 


PASCO-HERNANDO-CITRUS COUNTY MEDICAL 
SOCIETY 

Dr. H. L. Harrell entertained the Pasco- 
Hernando-Citrus County Medical Society at 
Dade City, Thursday evening, November 10. 
A roast chicken dinner was served at the Ed- 
winola Hotel, followed by a scientific meet- 
ing at the hotel. 


Dr. Charles L. Farrington of Tampa read 
an interesting paper on fractures of the fore- 
arm, describing treatment. Clinical cases 
were reported by those present. 


A committee consisting of Doctors Jones, 
Harrell and Bradshaw was appointed to draft 
a new constitution and by-laws for the soci- 
ety. Doctor Manley of Zephyrhills invited 
the Society to hold its next meeting with him 
in Zephyrhills, December 8. 


Those present were Doctors Bradshaw, 
Carter, Creekmore, Harrell, Harvard, Jones, 
Manley, Sistrunk, Walters and the invited 
guest, Doctor Farrington. 


PINELLAS COUNTY MEDICAL SOCIETY 
The Annual Dinner of the Pinellas County 
Medical Society was held at the Veterans’ 
Hospital, Bay Pines, November 4, at 6:30 
p.m. Members of the Hillsborough County 
Medical Society and the Nurses Association 
were invited to attend this function. 


* *«K * 


SARASOTA COUNTY MEDICAL SOCIETY 

The Sarasota County Medical Society 

stands 100% paid for 1938. This society has 
a membership of 15. 
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ABSTRACT DEPARTMENT 











Members of the Florida Medical Association who 
have had articles published in out-of-state medical 
journals are requested to forward such journals or 
reprints to Box 1018, Jacksonville, for abstracting 
in this department. 

Artificial Fever Therapy in Skin Disorders: 
Clinical and Biochemical Studies with Spe- 
cial Reference to the Physiology Involved— 
Lirrerer, A. Buist, and PHiwurrs, KENNETH, 
Miami. South. M. J. 31:345-355 (Apr.), 


1938. 


One hundred and sixty-seven patients with 
cutaneous diseases have been studied for four 
years in regard to the response to fever 
therapy of such entities as eczematoid lesions 
(allergic or non-allergic), erythema multi- 
forme, psoriasis, endocrinopathies with skin 
manifestations, urticaria, seborrheic derma- 
titis, etc. 

Response to fever therapy in the eczema- 
toid group is immediate in ninety-six per cent 
and continues into the fourth month. By the 
fourth year there has been relapse in thirty- 
one per cent of those who received a com- 
plete clinical remission. In the multiforme 
cases ninety per cent receive complete resolu- 
tion which is maintained well into the fifth 
month, but after two years there is a relapse 
of about thirty-three per cent. In psoriasis 
there is a fifty per cent immediate response 
which will show thirty-three and a third per 
cent relapse in four years. In the endocrine 
group the immediate response to fever therapy 
shows about eighty per cent cured and over 
four years these remain so. In urticaria only 
sixty-two and a half per cent gain an imme- 
diate response and sixty per cent of these will 
relapse, but if the underlying gastro-intes- 
tinal, biliary, or endocrinological factors are 
treated at the same time, the immediate re- 
sponse is seen in eighty-five per cent with 
about a twenty-five per cent relapse. These 
figures are better than those seen with other 
forms of treatment so that the authors are 
highly encouraged to continue and extend 
these studies. 

By study of the composition of the sweat 
and its crystals the authors are led to suggest 
that there is a common underlying toxic or 
metabolic disturbance in these usually resist- 
ant dermatoses. Due to the action of fever 
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therapy in producing increased metabolism, 
increased circulation and oxidation, and in- 
creased elimination through the skin, these 
underlying toxic and metabolic disturbances 
are altered and the patient is benefited. 
Because the skin normally functions at a 
lower temperature than the body internally, 
the apparatus used in fever therapy must be 
one which will preserve this physiological 
gradient. Therefore, penetrating heat is pref- 
erable to external heat as in baking. But a 
particular type of penetrating heat is neces- 
sary; the use of contact points or electrodes 
on an already abnormal skin is undesirable, 
and the apparatus used must have a proper 
frequency so that the danger of arc formation 
with the pools of sweat formed is obviated. 
The inductotherm combined with the aircon- 
ditioned cabinet will overcome both of these 
difficulties which cannot be so easily mini- 
mized if the ordinary diathermy is used. 





Chilling of the Body Surfaces. Its Relation- 
ship to Aural and Sinus Infections—TayLor, 
H. MARSHALL, and DyrENForTH, LUCIEN Y., 
Jacksonville, J. A. M. A. 111: 1744-1747 
(Nov. 5), 1938. 


Any considerable deviation in the human 
body from a constant average temperature, 
maintained for appreciable lengths of time, 
will result in morbid changes. Cold water, 
because it absorbs body heat 27 times faster 
than does air, is a medium which is capable of 
throwing the heat regulating mechanism out 
of its normal controlling action and allows 
for lowering the immune barriers of the nor- 
mally constituted aural and sinus mucosae, so 
that these centers may suffer infection. The 
immediate practical application indicated is 
the harmfulness of immoderate immersion 
and exposure such as bathing, swimming or 
chilling influences of many kinds. Experi- 
ments were made which indicate that during 
exposure peripheral vasoconstriction, which 
is a factor in the establishment of infection, is 
prevented by muscular activity. Animals ex- 
posed to chilling influences without exercise 
developed uniformly a leukopenia of the poly- 
morphonuclear type, indicating a diminution 
of the phagocytic powers of the blood. A co- 
incidental lowering of body temperatures ac- 
companied this feature. A series of similar 
tests conducted upon non-exercising human 





EDUCATION 


Physicians who teach correct bowel manage- 
ment to their patients will appreciate the 
value of the new ‘‘Habit Time”’ booklet as a 
means of impressing patients with the impor- 
tance of bowel regularity. 


“Habit Time, “’ written for doctors’ patients 
in a clear, interesting style, embraces a dis- 
cussion on diet, exercise and bowel regular- 
ity, in addition to a simple explanation of the 
functions of digestion. 

“Habit Time,’’ illustrated by Tom Jones, 
celebrated anatomical artist, has been re- 
viewed and found satisfactory by the Council 
on Pharmacy and Chemistry of the American 
Medical Association. It is offered, free, by 
Petrolagar as an aid to doctors. 


Petrolagar Laboratories, Inc. e Chicago, IIl. 







Petrolagar... Liquid petrolatum 
65 cc. emulsified with 0.4 Gm. agar 
in a menstruum to make 100 cc. 
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DR. RANDOLPH’S SANITARIUM 


JACKSONVILLE, FLORIDA 
REGISTERED A. M. A. 


FOR THE CARE AND TREATMENT OF 
NERVOUS AND MILD MENTAL CASES 


Comfortably furnished rooms. Home atmosphere emphasized. 
Utmost privacy. Tactful nursing. Number patients limited to 
insure maximum attention. 


JAMES H. RANDOLPH, M. D. 
Resident Neuropsychiatrist 
4422 HERSCHELL STREET JACKSONVILLE, FLA. 
Phone 2-2330 














JACKSONVILLE 


ORLANDO 


SURGICAL SUPPLY COMPANY 


“Florida’s Surgical Supply House” 


HENRY L. PARRAMORE T. EMMETT ANDERSON 
Pres. and Gen. Mgr. Vice-President 


YOUR PATRONAGE GREATLY APPRECIATED 














DOCTORS LAKE and AYERS || —~~-- Behind 2+ 
X-Ray and Clinical Laboratories MeE RC U R O c H R O M E 


Wm. F. Lake, M.D. 


(di oxymercuri-fluorescein-sodium) 
Director Laboratory of X-Ray ‘ 
is a background of 


A.J. Avens, M.D. 
Director Laboratory of Clinical Pathology 










Precise manufacturing methods in- 
Tissue examination, gross and micro- suring uniformity 

scopic, Blood Chemistry, Serology, Bac- 

teriological Examinations, Autogenous 

Vaccines and Metabolism. We are Chemical and biological control of 

equipped to do all X-Ray and Labora- each lot produced 

tory diagnoses, X-Ray and radium ther- 

apy. Containers and information fur- 


Controlled laboratory investigation 


Extensive clinical application 


nished upon request. Reports tele- Thirteen years’ acceptance by the 
graphed when desired. & Council of Pharmacy and Chem- 
istry of the American Medical 

111 MEDICAL ARTS BUILDING Association 


Long Distance Phone JA. 3937 A booklet summarizing the impor- 
ATLANTA, GA. tant reports on Mercurochrome and 
describing its various uses will be 


Approved by the Council on Medical Education sent to physicians on request. 


and Hospitals of the American Medical : 
Association Hynson, Westcott & Dunning, Inc. 


hjem BALTIMORE, MARYLAND “torn. 
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bathers demonstrated similar responses. On 
the other hand, when such individuals were 
exercising (marathon swimming) there was 
a decided increase in the total leukocyte count, 
with a concomitant rise in the erythrocytes and 
in the diastolic blood pressure. Such impair- 
ment of the phagocytic capabilities of the blood 
and the fixed tissue cells, including that of the 
nasal mucous membrane, may result in pre- 
disposition to infections of the upper respira- 
tory tract, the paranasal sinuses, the eusta- 
chian tubes and the middle ear. 





Ptosed Spleen with Torsion of Pedicle—Ap- 
Kins, Eimer H., Miami Beach. Ann. Surg., 
107 :832-835 (May), 1938. 


The author reports an interesting case of 
ptosed spleen with torsion of its pedicle. 

The patient, a male, 25 years of age, was 
suddenly seized with acute abdominal pain 
following the lifting of a heavy table. Ex- 
amination revealed a palpable mass in the left 
lower abdominal quadrant with marked ab- 
dominal tenderness and rigidity. Roentgeno- 
grams with barium revealed a fair sized di- 
verticulum in the upper portion of the de- 
scending colon and a provisional diagnosis 
of diverticulum of the sigmoid flexure with 
slow perforation was made. 


At operation a markedly enlarged and en- 
gorged spleen and pedicle were found, the 
latter showing a % to 34 twist. Splenectomy 
was performed and the vessels of the pedicle 
were ligated individually. 


Postoperative recovery was stormy due to 
marked abdominal distention, accumulation 
of fluids in the stomach and thrombosis of 
the right femoral vein. 


Splenoptosis may be of congenital or ac- 
quired origin. In the former, the length of 
the pedicle and conformation of the abdomi- 
nal cavity are the important factors. In the 
latter, weight of the spleen and factors in- 
fluencing relaxation of the abdominal wall are 
of importance. Increased mobility of the or- 
gan through lengthening of the pedicle natur- 
ally contributes to the possibility of torsion 
and consequent interference with the vascular 
supply and drainage. 
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Allen’s Invalid Home 


MILLEDGEVILLE, GA. 
Established 1890 
For the treatment of 
NERVOUS AND MENTAL DISEASES 
Grounds 600 Acres 
Buildings Brick Fireproof 
Comfortable Convenient 
Site High and Healthful 
E. W. Atten, M.D., Department for Men 
H. D. Atten, M.D., Department for Women 
Terms Reasonable 

















J. K. ATTWOOD, Pharmacist 


Medical Arts Building 
1022 Park Street 
JACKSONVILLE, FLORIDA 


BIOLOGICALS TEST SOLUTIONS 
STAINS (MICROSCOPIC) 
PRESCRIPTIONS 


Out-of-Town Orders Shipped by Return Mail 
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